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Working Together 
fora 


Flealthier orld In health matters, people place 


their reliance on the medical 
and closely allied professions. 
Each of these is essential to the 
orderly and efficient application 
and distribution of vital 

medical services and supplies. 
Eli Lilly and Company 
co-operates fully with qualified 
groups. Through working 
together, the medical and related 
professions have raised standards 
of health the world over. 
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ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, U.S.A. 
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OXYCE 


oxidized cellulose 


Where clamp and ligature cannot control capillary 


bleeding, OXYCEL (oxidized cellulose, Parke-Davis) 


provides prompt hemostasis. Operative procedure 


is shortened and postoperative hemorrhage 
Sterilized, gauze-type, 
is often eliminated by use of this absorbable hemostatic. 


eight-ply pads. 


stint ee gang OXYCEL is easy to use — it is applied directly from the 


x 1 inch x 1 inch portions. 


OXYCEL STRIPS container, and conforms readily to all wound surfaces. 
Sterilized, four-ply, gauze-type 

strips, 5 inch x % inch; four- 

ply 18 inch x 2 inch; four-ply > ° 

36 inch x % inch; and There's a form of OXYCEL for every surgical use. 

four-ply 3 yard x 2 inch, 

pleated in accordion fashion. 


OXYCEL FOLEY CONES 
Sterilized, four-ply, gauze- 

type discs, 5 inch and 7 inch 
diameters, conveniently folded 
in radially fluted form. 


Supplied in individual 
glass containers. 
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The name Schering has come to stand for pioneering 


research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 
write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 
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Cat... 


and High Protein Therapy 
in Liver Cirrhosis 


A recent critical study of the results of dietary treatment in 68 pa- 
tients with liver cirrhosis indicates that in its early stages the disease 
may respond to a nutritious high protein diet.* In most instances, ad- 
vanced cirrhosis can be stabilized, if dietary and living habits are properly 


adjusted, permitting patients to return to useful endeavors. 


Biopsy was employed in establishing diagnosis of liver cirrhosis and 
in determining the extent of liver change. Individual patients were fol- 
lowed for from one to three or more years. The basic therapeutic regimen 
consisted of 200 Gm. protein, 500 Gm. carbohydrate, sufficient fat to 
render the food appetizing, moderate vitamin supplement (one thera- 
peutic capsule daily), and one-half ounce of brewer’s yeast three times 
daily. Variables included use of a low calorie diet (1,500 calories or less) 
with 150 Gm. protein, | Gm. methionine four times daily, and intrave- 


nous injections of liver extract. 


Meat can play a significant role in the dietary treatment of the patient 


with liver cirrhosis. It is an outstanding source of protein of excellent 


biologic quality, the B group of vitamins, iron, and other essential min- 
erals—nutrients especially important in the therapeutic regimen. Other 
advantages of meat are its palatability, its stimulating effect upon the 
flow of digestive juices, and its easy digestibility. 


*Davis, W. D., Jr.: A Critical Evaluation of Therapy in Cirrhosis of the Liver, South. M. J. #4:577 (July) 1951. 


The Seal of Acceptance denotes that the nutri- ae 
tional statements made in this advertisement : 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


> 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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New aureomycin minimal dos- 
age for aeodes 250 mg. 
capsules daily, with milk, 
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Library, Union league Club, Philadelphia, Pa. 


From among all antibiotics, Dermatologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 
Aureomycin provides mild bacteriostasis in diseases of the skin. 


Aureomycin has been found effective in pinta, yaws and many bacterial infections of the skin 
(furunculosis, impetigo, pyogenic dermatitides, sycosis vulgaris and tropical ulcer). It is at present 
considered preferable to administer the drug systemically in these conditions. Aureomycin is also 
useful in the control of contributing or secondary infections associated with many dermatoses. 


Throughout the world, as in the United States, aureomycin is recognized 
as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION Ganamid 30 Rockefeller Plaza, New York 20, N. Y. 
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To cope with emergencies... 


a needed item for the physician’s bag 


Anesthesia requirements in accidents and other emergencies make 
VINETHENE a desirable item in every physician’s bag. VINETHENE is 


a practical inhalation anesthetic for short periods of anesthesia. 


Administered by open-drop technic, it induces anesthesia rapidly 


and blandly, and is characterized by prompt recovery with a 


minimum of postoperative nausea. 


Literature on request 


(Viny! Ether for Anesthesia U.S.P, Merck) 
AN INHALATION ANESTHETIC FOR SHORT OPERATIVE PROCEDURES 


Research and Production MERCK & co.. INC. 


for the Nation’s Health RAHWAY, NEW JERSEY 
im Canada: MERCK & CO. Limited —- Montreal 
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Broad spectrum antibiotic therapy 
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Antibiotic Division 


CHAS. PFIZER & CO., INC 
Brooklyn 6, N. Y. 


world’s largest producer of antibiotics 
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PROOF WITH ONE PUFF? 
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So distinct is the difference between Puitie Morris 
and any other leading brand, that we believe you 
will notice it with a single puff. Won't you try this 
simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 
1. Light up either one first. Take a puff —get a good mouthful 
of smoke—and s-l-o-w-l-y let the smoke come directly 
through your nose. 
2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between PHILIP MoRRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y, 
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IN CONGESTIVE HEART FAILURE 


“In severe congestive failure, our most dependable remedy is the mercurial diuretic 
. .. Its combination with theophylline has been a distinct advance.”' 


Salyrgan-Theophylline is a highly effective combination of a mercurial diuretic 
and theophylline. It may be given orally in certain cases. 


Salyrgan-Theophylline is extensively employed for the treatment of cardiac and 
cardiorenal edema, dropsy of nephrosis and ascites of hepatic cirrhosis. The diuretic 
response does not “wear out,” so that in most cases administration may be repeated 
as required for years, without loss of efficiency. 


Noth,? for instance, in discussing a case of Pick’s disease, states that the patient 
“has received about 450 doses of mercurial diuretics, nearly all of which were of 
Salyrgan given [parenterally]... At no time has he experienced orthopnea, noctur- 
nal dyspnea, or episodes of dyspnea while at rest. He is still working every day 
as a banker...” 


1. Hutcheson, J. M.: Management of Cardiac Failure. Virginia Med. Monthly, 74:458, Oct., 1947. 
2. Noth, P. H.: Pick’s Disease: A Record of Eight Years’ Treatment with Soalyrgan, Ammonium Nitrate, 
ond Abdominal Poracentesis. Proc. Staff Meet. Mayo Clin., 12:513, Aug. 18, 1937. 
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konsyl 


the original unmodified psyllium derivative, contains 
no deleterious substances. It is all Plantago ovata 
coating—all bulk. Consequently, Konsyl provides maxi- 
mum bulk action per dose at minimum cost to your 
patients. 


konsyl 


A bulk producing laxative that is all bulk 


compare these advantages 


1. Konsyl is composed of the mucilaginous, jell-producing portion 
of blond psyllium seed. No sugars or other diluents are added and 
a dose of Konsyl supplies bulk and bulk alone. 


2. The diabetic, the obese, your routine constipation cases—all 
can take Konsyl safely and without increasing caloric intake. 


3. Because Konsyl provides a softly-compact, well-formed stool 
of physiological consistency, it clears the rectum completely and 
easily, reducing soiling to a minimum. Lesions, when present, are 
left free of debris, and granulation tissue can form unhampered 
by foreign materials or an oily film. 


4. Konsyl, because of its characteristic stool, promotes physio- 
logical peristalsis, acts to re-establish the normal defecation reflex. 


5. Konsyl does not interfere with absorption of fat-soluble vitamins 
A, D, E, and K. Prothrombin levels are not affected and metab- 
olism of calcium and phosphorus remain unimpaired. 


6. Konsyl does not leak or complicate the hygiene of the anorectal 
region. It does not cause indigestion or interfere with digestion. 
Konsyl is non-irritating and is not habit-forming. 


We encourage you to write for samples for clinical comparison 


Supplied: 6 and 12 oz. cans. 
Formula: 100% Konsyl brand coating of blond psyllium seed. 


Burton, Parsons & Company 
Washington 9, D.C. 
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In minor and major surgery, for induction or 
induction and maintenance, alone or in combina- 
tion with other anesthetics, PENTOTHAL Sodium 
continues to grow in popularity in operating 


"Actually, it has not been so rooms throughout the civilized world. Not 
without reason: 


much a case of PENTOTHAL Sodium’s Fich f ly 1900 

cupplonting other encsthetic ighteen years of experience, nearly 
published reports have shown that intravenous 

agents and methods as rae. * 

anesthesia with PENTOTHAL means a smooth, 
easy induction, generally without anxiety. 
and supplementing them to And that deeper anesthesia may be had in 
the mutual advantage a moment, as needed. Recovery is short, 
of one another.” pleasant and usually without nausea. No bulky 
frightening equipment is needed. The fire 


Pentothal Sodium in Combination with Other Anesthetic and explosion hazard is eliminated. And, as 
Agents and Methods, J. Missouri Med. Assn., August. 
it says above, this ultra-short-acting barbi- 


turate complements and supplements other 


agents to ‘“‘the mutual Abbott 
advantage of one another.” 


FOR INTRAVENOUS ANESTHESIA p iil HA Codium 


(STERILE THIOPENTAL SODIUM, ABBOTT) 
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Highly effective Well tolerated °* Imparts a feeling of well-being 


Estrogenic Substances (water-soluble) 


AYERST, McKENNA & HARRISON Limited + New York, N. Y. + Montreal, Canada 
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DELAWARE 


MRS. ELEANOR ROOSEVELT 


World-famous wife and mother; Senior United 
States Representative of the United Nations Gen- 
eral Assembly; author, radio and television com- 
mentator; internationally respected and admired 
for her interest in, and understanding of, all peoples. 


MR. RUPERT HUGHES 
Author, playwright, producer, poet, biographer, 
composer; chief assistant editor of the 25-volume 
History of the World published by Encyclopaedia 
Britannica; veteran of two world wars; Hollywood 
writer, Doctor of Letters,director and commentator. 


SrTaTE Mepicai JouRNAL 


HONORABLE CHARLES EDISON 
Son of the late Thomas A. Edison; former Assist- 
ant Secretary and then Secretary of the Navy; 
former Governor of New Jersey; guiding force as 
officer and /or director in many nationally known 
civic, educational and industrial organizations. 


These three great 


Americans can afford any 


type of hearing aid 


at any price. They wear 
the seventy-five dollar 


Zenith hearing aid. 


BIOGRAPHICAL DATA BASED ON 
"WHO'S WHO IN AMERICA. 
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© More medical progress has occurred in 
_ his lifetime than in a dozen previous 
ot . Two-thirds of the medicines 
he uses today were unknown only tea years 
ago, As 4 result of this progress, he has 
acquired the problem of keeping abreast. 
He solves it in some measure by attending 
_ ‘medical conventions, where he listens to 
Jectures on most recent developments. 
too, he visits technical exhibits 


At one of these, back in the twenties, 
‘Dr. Harris was astonished by the announce 
‘ment that an ancient Oriental herb had 
received scientific support. This was the 


beginning of a whole new series of ever- 


ving medicines. Oddly enough . . —. 


... it all began with Ma Huang 


In the Chinese village of his birth, young Chen had seen things which assured 
him that many of the herbs which his people had used for thousands 

of years were potent remedies. This he believed despite his respect for the 
Western doctor who would use only drugs from abroad—drugs which 

were scientifically established. Eventually his ambition to prove his belief brought 
him to America, where he studied pharmacy and, later, advanced chemistry, 
physiology, pharmacology, and, finally, medicine. Thus equipped, he returned to 
China, where he began his experiments with the herb Ma Huang. After 

isolating the active principle as crystalline ephedrine, he and Dr. Carl F. Schmidt 
conducted experiments and proved that ephedrine truly had the 

properties for which the crude drug had been used empirically. Following the 
well-received presentation of these facts to the 1926 convention of the 

American Medical Association, Dr. Chen accepted the direction of Lilly’s 
pharmacologic research. There, continuation of his studies was instrumental 

in developing a series of even better synthetic decongestants. Thus, paradoxically, 
a small boy’s faith in his people’s traditions led to progress in modern medicine. 


Mly ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U. S. A. 
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THE DELAWARE HEALTH AND MEDICAL 

SERVICE PLAN FOR CIVIL DEFENSE 

KF’. I. Hupson, M. D., M. P. H.,® 
Dover, Del. 

The State Board of Health, through its 
Executive Secretary, has for the past two 
years had the responsibility of state-wide 
planning for the publie health and medieal 
service activities of the State Civil Defense 
program. <A preliminary plan was outlined 
in 1950, which has since been revised and ex- 
panded. No planning of this sort can pro- 
duce satisfactory results without the full 
understanding of the physicians of Delaware. 
Cooperation of the state and county medical 
societies, dental societies, hospital associa- 
tions, and other auxiliary organizations is es- 
sential. For the information of these indi- 
viduals and groups, the following revision of 
the basic Health and Medical Service Plan is 
being provided : 

DELAWARE OFFICE OF CiviL DEFENSE 
AND MepicaL Services PLAN 
( REVISED ) 

. Mission 

To preserve mental and physieal health and 

life in time of disaster caused by enemy 

attack, sabotage, or other hostile action by: 
1.1 Relieving immediate suffering follow- 
ing an enemy attack. 

12 Reducing disability and preventing 
death. 

1.3 Restoring and maintaining normal 
health services and functions. 

1.4 It is assumed that such disaster will 
require the augmentation, mobilization, or- 
ganization and direction of all medieal 
and public health facilities, resources, and 
personnel of regularly constituted health 
and medical organizations within the State. 


. Organization 
2.1 The Health and Medical Services Di- 


* Executive Secretary, Delaware State Board of Health, 
and Chief of Health and Medical Services, State Depart- 
ment of Civil Defense. 


vision consists of a Chief, a Deputy Chief, 
a headquarters staff, and seven sections, 
which are: 
2.111 Emergeney Medical Section 
2.112 First Aid Stations Section 
2.113 Transportation and Supply See- 
tion 
2.114 Public Health and Sanitation 
Section 
2.115 Vital Statistics Section 
2.116 Training Section 
2.117 Personnel Section 
2.12 The Chief of the Division is respon- 
sible for the procurement, organization, 
training, and mobilization of medical and 
public health services and facilities. 
2.13 The head of each section or sub- 
section is responsible for recruiting the 
necessary staff for his service. 
2.14 The organizational chart of the Divi- 
sion is shown in Appendix <A. 
2.2. The Medical Services See- 
tion is responsible for emergency medical 
care of casualties, including hospitalization, 
supervision of the emergency mortuary ser- 
vices, hospital laboratories, and the care and 
disposition of the undischarged hospital 
census at the time of disaster. 
221 The Section is organized into three 
sub-sections, which are: 
2.211 Emergeney and Reserve Hospitals 
Sub-Section 
2.212 Mortuary Sub-Section 
2.213 Laboratory Sub-Section 
2.3 The First Aid Stations Section is re- 
sponsible for the development of plans and 
procedures for the establishment and fune- 
tioning of first-aid stations. 
2.31 The organization and operation of 
first-aid stations is the responsibility of the 
County Director and the Loeal Civil De- 
fense Director. 
24 The Training Section is responsible 
for developing training programs and di- 


233 


> 
: 
4 
q 
a 
; 
Wis. 
4 
= 
A 
é 
' 
x 
|_| 
Z 
i 


234 DELAWARE STATE 


rectives, supplying training material, and 
when requested, securing instructors so as 
to insure complete readiness and training 
of the Division. 

241 The Section is organized into three 
sub-sections, which are: 

2411 Public Health Education Sub- 

Section 

2412 Emergency Medical Training Sub- 

Section 

2413 Casualty Traffic and Movement 

Training Sub-Section 
2.5 The Transportation and Supply See- 
tion is responsible for the procurement, 
storage, issue, and distribution of State 
medical and publie health supplies, and 
through the Ambulance Sub-Section is re- 
sponsible for the transfer of casualties un- 
der the care of the Division. 

251 The Section is organized into four 
sub-sections, which are: 

2.511 Ambulance Sub-Section 

2.512 Supply Transportation Sub-See- 

tion 

2.513 Emergency Medical Supplies Sub- 

Section 

2.514 Public Health Supplies Sub-See- 

tion 
2.6 The Publie Health and Sanitation See- 
tion is responsible for the development of 
the plans for the mobilization of publie 
health facilities, including sanitary and 
veterinary personnel, to prevent, control 
and limit disease, and the effects of bae- 
teriological wartare. 

261 The Section is organized into three 
sub-sections, which are: 

2611 Preventive Medicine Sub-Section 

2612 Sanitation Sub-Section 

2.613 Veterinary Sub-Section 
2.7 The Vital Statistics Section is respon- 
sible for the registration of deaths, births, 
marriages, and divorcees of human beings. 
To insure as complete a registration as pos- 
sible at the time of disaster, the section 
will organize trained registration teams, 
who will be made available to the Mortuary 
Sub-Section of the Emergency Medical 
Services Section. 
28 The Personnel Section is responsible 
for maintaiming a roster of known avail- 
able physicians and surgeons, dentists, 
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nurses, veterinarians, physical therapists, 
chiropractors, morticians, pharmacists, and 
other auxiliary medical personnel in the 
State. This roster shall include names, ad- 
dresses, telephone numbers, civil defense 
duty assignments, and such other data as 
directed by the Chief of the Health and 
Medical Services Division. 

2.81 Upon request of a County or Local 
Civil Defense Director, a separate roster 
of the medical and health services person- 
nel of that area will be provided. 


. Operations 


3.01 Action to be taken on the Yellow 
Alert: 
3.011 Personnel to be notified by the 
State Director: The Chief of the Health 
and Medical Services Division. No fur- 
ther action on the Yellow Alert. 
3.02 Action to be taken on the Red Alert: 
All personnel notified through the Civil 
Air-Raid Warning System. 
All personnel take cover. 
3.03 Action to be taken on the White 
Alert: 
3.031 All personnel report to their civil 
defense post. 
3.032 The Chief of the Health and 
Medical Services Division will remain at 
the executive offices of the State Board 
of Health at Dover. 
3.033 The Deputy Chief of the Division 
will proceed to the State Control Center. 
3.034 Special groups will take action as 
follows : 
3.0341 First Aid personnel will report 
to assembly points. 
3.0342 Emergency hospital teams will 
repor’ to hospitals. 
3.0343 Ambulance service will report 
to predesignated locations. 
3.0344 Emergency Medical Supply 
sub-section will establish contaet with 
and supply emergency hospitals acecord- 
ing to the initial supply plan, which is 
given in Appendix B. 
5.0345 Sanitation sub-section will de- 
termine the availability of reliable water 
and milk supplies. 
Public Health Nurses will report to wel- 
fare centers, according to the plan given 
in Appendix C, 
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3.1 Emergency Medical Services 
3.11 The Emergency and Reserve Hos- 
pitals Sub-Section will establish hospitals, 
each headed by a Director appointed by 
the Chief of Emergency Medical Services 
Section, at  predesignated hospitals, 
schools, or other suitable locations, whieh 
are given in Appendix D. 
3.111 If the initial loeation cannot be 
used because of damage, the personnel 
will report to an alternate location. 
3.112. It may become necessary to estab- 
lish hospitals in exeess of the predesignat- 
ed number. In selecting buildings for 
such use, special attention should be 
given accessibility to: 
3.1121 Reliable water supplies. 
3.1122 Electric power supplies, inelud- 
ing emergency power plants. 
3.1123 Sewage disposal facilities. 
3.1124 Workable transportation routes 
to first-aid stations. 
3.1125 Adequate heating and kitchen 
facilities which are essential. Laundry 
facilities are very desirable. 
3.113 All existing usable hospital facili- 
ties will function as emergency or reserve 
hospitals, depending on their distance 
from the location of principal disaster. 
Designation of facilities as either emer- 
gency or reserve hospitals will be the re- 
sponsibility of the Chief of the Division. 
3.12 Personnel 
Each emergency hospital will be staffed by 
an emergency medical team of _ basie 
strength sufficient to provide emergency 
hospital eare for one hundred casualties. 
Emergency hospital populations in excess 


of one hundred will be cared for by addi- 
tional whole or partial teams as required. 
3.121 Detailed analysis of staff require- 
ments and duties are outlined in a stan- 
dard administrative manual, which is Ap- 
pendix E. 

3.131 The hospital Director is respons.- 
ble for maintaining liaison with the Sup- 
ply and Transportation Section, and de- 
veloping coordinated prearranged plans 
and procedures for the initial movement 
of emergency supplies to his hospital. 
3.132 The hospital Director is respon- 
sible, through his staff, for reeording ad- 
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missions, discharges, and deaths of easual- 
ties in his hospital. 
3.133 The hospital Director is respon- 
sible for liaison with the County first-aid 
organization to insure that a first-aid sta- 
tion is located immediately adjacent to 
the hospital. 
3.1331 The principal duty of this first- 
aid station will be to provide first-aid 
services to those casualties who seek ad- 
mission to the hospital, but lack first- 
aid screening. 
3.134 The hospital director is responsi- 
ble for maintaining a morgue for the 
proper care of casualties who die in his 
hospital. He will maintain liaison with 
the mortuary sub-section. 


3.14 Casualties at an overloaded emer- 
gency hospital who, when received or after 
emergency care, can be transferred with- 
out undue injury or suffering to a reserve 
hospital ,and who require further hospitali- 
zation, will be so transferred. 

3.15 Mortuary Sub-Section 


3.151 The Mortuary Sub-Section is re- 
sponsible, through liaison and coordina- 
tion with the County Civil Defense Di- 
rector and his mortuary staff representa- 
tive, usually the County Coroner, for: 
3.1511 The establishment of mortuary 
centers. 

3.1512 The preparation and distribu- 
tion of forms necessary for the operation 
of emergency mortuary centers. 

3.1513 Designation, in advance of the 
time of disaster, through coordination 
with the County Director and his repre- 
sentatives, usually including the County 
Engineer and the County Coroner, of 
suitable locations for emergeney ceme- 
teries and receiving vaults, and of areas 
for mass graves. 

3.1514 Prompt removal of dead casual- 
ties from a disaster area, first-aid sta- 
tions, emergency hospitals, and any 
other point of death, to the emergency 
mortuary center. 

3.1515 Identification of dead casualties. 
3.1516 Registration of deaths, in e¢o- 
operation with the Vital Statistics See- 
tion teams, and in accordance with es- 
tablished legal procedure. 
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3.1517 Proper burial of casualties, in- 
cluding religious ceremonies appropriate 
to the burial. 
3.1518 Coordination, including train- 
ing where required, with all eivil de- 
fense personnel, whose principal duties 
are likely to involve dead casualties. 
3.16 Laboratory Sub-Nection 
3.161 The Laboratory Sub-Section is re- 
sponsible for the clinical laboratory ser- 
Vices necessary in hospitals. 
3.162. The Laboratory Sub-Section will 
organize a sufficient number of Blood 
Supply teams to supply the blood re- 
quirements of hospitals during a disaster 
caused by enemy attack, sabotage, or 
other hostile action. The organizational 
chart is given in Appendix F. 
3.1621 The Blood Supply team is re- 
sponsible for the collection of blood ob- 
tained from individual donors. 


3.163 The Laboratory Sub-Section will 
incorporate all available facilities and 


personnel of the American Red Cross 
Blood Program. 
3.2. First Aid Station Section 
3.21 The First Aid Station Section will 
assist the County Civil Defense Director 
in organizing first-aid facilities in his area 
by recommendations concerning : 
3.211 The number of first-aid stations 
needed in his area. 
3.212. The staff required for each first- 
aid station, which is given in Appendix 
G. 
3.213. The supplies required for each 
first-aid station, which are listed in Ap- 
pendix H. 
3.214 Functions of the first-aid station, 
which are: 
3.2141 Tagging and evacuation of the 
wounded from the disaster area. 
3.2142 The control of hemorrhage. 
3.2143 The control of pain. 
3.2144 The treatment of shock. 
3.2145 Application and adjustment of 
splints. 
3.2146 Dressing of wounds. 
3.2147 Giving anti-bioties. 
3.2148 Sereening of casualties for 
transfer to hospitals or for discharge. 
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3.2149 Completion of standard tag for 
patients. 


3.21410 The maintenance of a log of 
all casualties treated. 

3.22. The point of initial assembly of per- 
sonnel, and storage of initial first-aid sup- 
plies, for each first-aid station, should be 
predesignated. The first-aid station is re- 
sponsible for furnishing its own transpor- 
tation from the assembly point to the point 
of operation. 

3.23 As soon as the first-aid station can 
be moved forward from its established lo- 
cation of operation to a point nearer the 
center of disaster, such a move should be 
made, but close contact must be main- 
tained with the Ambulance teams serving 
the station to assure that ambulances re- 
port to the proper collecting area. 
3.24. The head of a first-aid station should 
establish an emergency morgue near to 
the first-aid station for the proper care 
of dead casualties at the first-aid station, 
and should maintain liaison with the 
Mortuary Sub-Section to insure their 
prompt removal. 
3.25 The head of a first-aid station is re- 
sponsible for requesting additional first- 
aid supplies from the supply section. 
3.26 If initial mobilization cannot be ae- 
complished because of inaccessibility or 
major damage of initial supplies, the first- 
aid team should assemble, the head should 
report the status of the station to the local 
civil defense control center and request 
additional supplies. 
3.27 First-aid stations should establish 
collecting areas for the disposition of 
treated casualties awaiting transfer to hos- 
pitals. 

3.271 The Ambulance Service will be 
responsible for the transportation from 
the collecting area to the hospital. 

3.28 First-aid litter teams are responsi- 
ble for tagging all casualties found in the 
field for their movement to the first-aid 
station. 

3.281 The first-aid station is responsible 

for tagging any untagged casualties 

treated, 
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3.3 Transportation and Supply Section 
3.31 Ambulance Service Sub-Section : 
The Ambulance Service will transport 
casualties from: 
3.311 First-aid station collecting areas 
to emergency hospitals. 
3.312 First-aid station collecting areas 
to reserve hospitals. 
3.313 Emergency hospitals to reserve 
hospitals. 
3.314 Medical and health facilities to 
homes, or other locations when required. 
3.32 The transportation equipment of 
the Ambulance Service must be designated 
and assigned in advance of the time of 
disaster, and should not be used for pur- 
poses other than the transportation of 
casualties. 
3.321 <All existing ambulances’ and 
hearses will be designated as part of the 
transportation equipment of the Am- 
bulanee Service. 
3.322 Station wagons, panel trucks, and 
modified pickup trucks will form addi- 
tional sources of transportation equip- 
ment for this service. 
3.323 Arrangements should be made in 
advance to provide adequate supplies and 
issue of fuel and lubricants to insure am- 
bulance service without interruption. 
3.324 Those persons whose facilities 
have been designated for use in the am- 
bulance service are urged to maintain 
their equipment in readiness at all times, 
especially in regard to the mechanical 
condition, lubrication, and gasoline sup- 
ply. 
3.325 Each ambulance should be equip- 
ped with a first-aid kit which is listed in 
Appendix K, 
3.326 Each ambulance should be equip- 
ped with litters and blankets sufficient 
to effect an exchange of such when it is 
necessary to transfer casualties on equip- 
ment belonging to first-aid stations or 
hospitals. 
3.33. Ambulance personnel should be well 
trained in first-aid, as they are responsi- 
ble for the care of casualties during the 
period of transfer. 
3.34. An ambulance dispatcher must be 
provided in each first-aid station collect- 
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ing area, and each hospital facility, to 
insure proper flow of ambulances. At 
large hospital facilities, a separate section 
for the reception of ambulances may be 
required. 

3.35 The Supply Transportation Sub- 
Section will provide, through coordina- 
tion with the Transportation Division of 
the State Department of Civil Defense, 
the necessary vehicles to transport medical 
and health supplies from the _ storage 
points to the points of issue and delivery. 
3.351 Special procedures must be de- 
veloped, as prescribed by the Federal 
government, for the handling of special 
drugs, such as narcotics. 

3.36 Emergency Medical Supplies Sub- 
Section 

3.361 The First-Aid Station Supply 
team will issue additional first-aid sup- 
plies to stations on a package basis, when 
such supplies are ordered by the head of 
a First-Aid Station. 

3.362 The Pharmaceuticals team will 
issue standard drugs and biologicals to 
hospitals or other facilities prescribed by 
the Chief of the Division. 

3.363 Surgical Textiles team will issue 
dressings and other surgical textiles to 
hospitals and other facilities prescribed 
by the Chief of the Division. 

3.364 The Equipment team will issue 
medical equipment such as instruments, 
to directors of hospitals, or heads of 
First-Aid Stations, as requested. 

3.37 The Publie Health Supplies Sub- 
Section will secure, store, and issue neces- 
sary supplies for purification of drinking 
water, milk sanitation, insect and rodent 
control, and veterinary and other public 
health requirements. 


3.4 Training Division 


3.41 The Public Health Edueation Sub- 
Section will utilize the normal channels of 
communication of the State Board of 
Health in preparing its technical publiea- 
tions and in releasing publie health in- 
formation to the State. 

3.42 The Emergency Medical Services 
Sub-Section will utilize the facilities of the 
State Board of Health, and in addition, 
whenever possible, use the facilities of the 
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State Medical, Dental, and other profes 
sional societies, and state and national 
publications. 


3.43 The Casualty Traffie and Movement 
Training Sub-Section will prepare and 
conduct any training necessary to insure 
that the Health and Medical Services are 
able to maintain an even and continuous 
flow of casualties resulting from a dis- 
aster. 
3.5 Public Health and Sanitation Section 
3.51 The head of the Preventive Medi- 
cine Sub-Section will direct and super- 
vise the mobilization of State and local 
health department staffs for the preven- 
tion of disease and for defense against 
bacteriological wartare. 
3.52 The local health departments will 
be responsible for plans to control com- 
municable diseases, for conducting the 
necessary immunization, for the main- 
tenance of public health services for moth- 
ers and children — including public 
health nursing service in welfare centers 
—for the establishment and coordination 
of public health laboratory facilities in 
local areas, and for promoting mental 
hygiene. 
3.53 The local health department will 
condnet, in cooperation with the Sanita- 
tion Sub-Section, field investigations, when 
required, to determine the existence of 
bacteriological contamination and initiate 
such control measures as are required. 
3.54. Prior to the time of disaster the 
Sanitation Sub-Section will establish emer- 
geney sanitation standards and designate 
emergency water supply. 
3.541 Following a disaster, they will, 
through the local health departments, 
maintain pure water supplies, examine 
milk facilities to insure a safe milk sup- 


ply, and recommend sources to replace 


those made inoperative. 

$.55 They will provide for frequent in- 
spection of the preparation and serving ot 
food at emergency feeding centers and 
hospitals, and other public feeding centers. 
3.56 ‘They will direct proper disposal of 
waste and sewage, and supervise the sani- 
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tation of emergency housing areas. They 
will plan adequate measures for the con- 
trol of insects and rodents following a dis- 
aster. 


3.57 The Veterinary Sub-Section will 
carry out the same health measures with 
regard to animals as the Preventive Medi- 
cine Sub-Section carries out with human 
beings. 
3.971 They will cooperate with the Sani- 
tation Sub-Section in the initial investi- 
gation of food and milk facilities follow- 
ing a disaster. 

3.6 The Vital Statistics Section will be 

the Vital Statistics Bureau of the State 

Board of Health. 

3.7 Personnel Section 

3.71 The Personnel Section will be the 

normal personnel record facilities of the 

State Board of Health. 

3.72 This Section will not reeruit per- 
sonnel for the Health and Medical Ser- 
vices Division. 

The above plan indicates that the staff of 
the State Board of Health, with the assistance 
of the State Office of Civil Defense, have 
many duties, such as coordinating local re 
sources, the training of key personnel, the ac- 
quisition of/and storage of supplies, together 
with the total duties mentioned in the plan. 
Much has already been accomplished. Medi- 
‘al and first-aid supplies have been ordered, 
and for the large part delivered, to take eare 
of the first few hours of an emergency. Emer- 
veney hospital facilities for 18,000 casualties 
have been established and considerable train- 
ing of key personnel and nurses has already 
There is yet much training, as- 
signment of voluntary personnel, and details 
of operation to be completed. All physicians 
are urged to give their loyal and continuous 
support to the program instituted to save 
every possible life, should an actual enemy 
attack occur. Such action will not only as- 
sure our own survival, but also the survival 
of our state and nation. 


been done. 


Note: Appendices mentioned in the plan will 
be available to persons interested, upon request. 
They are too lengthy for publication with this 
paper. 
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POPULATION GAINS DURING 
THE PAST DECADE 
Ceci. A. MARSHALL, B. S.,* 
Dover, Del. 

The population gains in Delaware continue 
at an unabated rate due to the excessive num- 
ber of births and the continuing lower gen- 
eral mortality rates. During 1951 the num- 
ber of births in Delaware set an all time high. 
There were 8203 births, which numbers 325 
more than the previous high number register- 
ed in 1947. A similar pattern has prevailed 
throughout the United States during the past 
few years, wherein the excessive number of 
births has shattered all previous predictions 
and estimations. Each year for the past five 
years more than 3,500,000 have been recorded 
in the United States. When the estimated 
number of unregistered births are totaled with 
those registered for the country, we have a 
number that will closely approach the 4,000,- 
000 mark in 1951. The recent increase in all 
areas of the country reflects in part the in- 
crease in the marriage rate after the start of 
the war in Korea. Even more important, the 
improved economic conditions of recent years 
appear to have brought a more favorable at- 
titude toward earlier marriage, starting fam- 
ilies, as well as the creation of larger families. 

In practically all areas of the country, 
marked developments have taken place in 


*Statistician, Delaware State Board of Health. 
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population growth during the past few years. 
These developments may have been unfavor- 
able in a few areas as a result of emigration 
of wage earners and their families in pursuit 
of better wages and living prospects. In Del- 
aware such developments were favorable. 
Krom 1940 to 1950 there was a gain of 51,585 
inhabitants as shown by figures of the sev- 
enteenth decennial census conducted in 1950. 
There was nearly a 20 percent gain in the 
decade mentioned. Still more striking is the 
tact that Delaware gained during this period 
extra numbers of people nearly as great as 
the entire population of Sussex County in 
1940. Many of these people (14,021 in num- 
ber) migrated to the state as a labor force 
in order to benefit from employment oppor- 
tunities offered by Delaware's industrial fa- 
cilities. The gain shown (51,585) from 1940 
to 1950, less immigration (14,021), results in 
the number 37,564 which is relatively a group 
reproduced from the existing population of 
Delaware. This natural increase in the pop- 
ulation has flourished. Since 1940, through 
a high rate of natural increase, Delaware's 
population has been boosted 37,564 individ- 
uals; to the extent of the entire population 
of Kent County; to the extent of ten of our 
largest incorporated towns exclusive of the 
City of Wilmington. This is a sizeable num- 
ber of people considering that it has taken 
place within the past few years—sinee 1940. 


BIRTHS, DEATHS AND NATURAL INCREASE IN POPULATION 
DELAWARE, 
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Twenty-five thousand by natural increase of 
population have been added since the close 
of World War II. Needless to say, no like 
period in the growth of our state has been 
experienced previously. Since World War II 


45.759 births have been registered in Dela- 
ware and 20,546 deaths. The births minus 
the deaths leaves a remainder of 25,213 which 
is called the natural increase in the popula- 
tion. 

The accompanying chart shows the contri- 
bution to Delaware's population by large 
numbers of births and consequently to the re- 
markable growth of the State during late 
years. 

A noteworthy accomplishment contributory 
to our growth is the lowered infant mortality 
rate and the continued lowering of the gen- 
eral mortality rate. The rate of general mor- 
tality prevailing a decade ago would have 
resulted in three to five hundred more deaths 
per year than we are having at the present 
time. 

Light upon the records of our time show 
us in an extremely favorable position in the 
growth of our state and nation—a high natal- 
ity rate, a low mortality rate, and some contri- 
bution to inerease the longevity of man be- 
coming apparent each year. It will be an 
accomplishment, indeed, if the well being of 
man progresses as favorably. The great vi- 
tality of our people being so recorded, we 
may look forward to the richness of a healthy 
and expanding economy. 


WATER IS MANNA FROM HEAVEN 
Preservation Of Its Quality Is A Basic 
Necessity To Our Health, Comfort 
And Economy 
A. Jorn Kaprtovsky, Ph.D.,* 

Dover, Del. 

Rain, snow, hail and sleet are precipitated 
upon the surface of the earth and may be 
considered as the original source of all water. 
Part of this water becomes available for di- 
rect use in stream flow and ground water, 
and part is lost through processes of evapora- 

tion and transpiration. 

The capacity of the atmosphere to retain 
water vapor is a function of the temperature 
so that when the temperature of the atmos- 


" *Supervising Engineer, Water Pollution Commission, 
State of Delaware. 
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phere falls below the dew point, the tempera- 
ture at which the atmosphere becomes saturat- 
ed with moisture, precipitation results. The 
factors involved in this phenomenon are many 
and their interrelation is complex. Some of 
these factors are: temperature, barometric 
pressure, prevailing winds, mountain barriers, 
relative position of land and water areas, and 
altitude. 

Precipitation from above will normally in- 
filtrate into the earth, constitute surface run- 
off, be absorbed by vegetation, and partly 
evaporate as it is falling. Water infiltration 
into the ground will either be a source of 
water for vegetation, for the soil, water to 
the streams, or ground water to the oceans. 
Water remaining upon the ground surface 
will evaporate in various ways and return to 
the heavens above from which it may again 
be precipitated. This cyele, fortunately, is a 
continuous one. Water may return to the 
skies by evaporation during its falling, evap- 
oration from vegetation, evaporation from 
ponds and open storage areas, transpiration 
from trees, evaporation from soil, evaporation 
from streams, and also evaporation from the 
ocean. 

The largest and most accessible supply of 
water for both domestic and industrial pur- 
poses is made available during surface run- 
off, that is, in streams. Water precipitated 
from the atmosphere, high above the earth’s 
surface, is practically pure. As the water 
descends, it will take into solution the com- 
mon constituents of air, such as oxygen, nitro- 
gen, and carbon dioxide. As precipitation 
approaches the earth, it will also absorb dust, 
smoke, and fumes which are present in the 
atmosphere. In addition, bacteria and the 
spores of microscopic organisms may also be 
included and consequently considered as a 
portion of atmosphere pollution. The econcen- 
tration of atmospherie pollution is directly 
related to the type of city and industrial 
establishments in the vicinity. The amount 
of impurities derived from the atmosphere is 
generally small and decreases with the dura- 
tion of the rainfall and often are not signifi- 
cant from a sanitary standpoint. These at- 
mospherie waters are also lacking in hard- 
ness-producing mineral matter and are soft 
and quite corrosive. As the water strikes the 
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earth’s surface and passes through various en- 
vironments, the characteristics of the water 
itself will vary considerably. 

The amount of surface material carried 
into the streams depends upon the character 
of the surface material and the relative steep- 
ness of the catchment area. In general, if 
the area is steep, the rapid runoff tends to 
cause rapid erosion and vice versa. Mountain 
streams, on the other hand, are often clear 
and prairie streams muddy due to differences 
in surface soil. At its headwaters in the 
mountains, a stream which has been formed 
due to precipitation is relatively pure. 

The water was only pure at its original 
source, that is, in the upper atmosphere. 
Organic residues of plant and animal life 
are either dissolved from the upper layers 
of the soil and the forest loam or are carried 
into the stream as insoluble suspended mat- 
ters by surface wash. All these materials, al- 
though from natural sources, are foreign to 
the water itself and even if they are unob- 
jectionable, constitutes stream pollution in a 
strict sense. The organie residues, picked up 
from the soil, constitute the nutrient basis for 
the development of bacteria, microscopic ani- 
mal and plant life. These nutrients, in turn, 
are food for successful life stages, such as 
worms, mollusk, insect larvae, ete., down 
through the major fish life of fresh and salt 
waters. 

The relatively pure upland streams and 
lakes provide scenic beauty and recreational 
facilities. Greater appreciation and wider use 
of these national assets have stimulated con- 
siderable interest in reforestation and for sur- 
vey studies and cooperative soil erosion land 
management programs. The freedom of the 
waters in a mountain stream may be short- 
lived, for these waters may find themselves 
impounded in a storage reservoir. Storage 
is the first instance which represents regu- 
lated control of runoff. This storage reduces 
the inherent undesirable aspects of unregu- 
lated streams with its spring floods, summer 
droughts, and occasionally years of extreme- 
ly low total yield. The upstream storage may 
also be the source of water supply, flood con- 
trol, irrigation, power, low dry weather flow, 
and salinity control. In addition, during the 
storage period sedimentation, siltation, and 
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color reduction are affected. Temperature 
variations which induce ‘‘turn-over’’ brings 
undecomposed food from the bottom and 
therefore improves the water quality during 
its period of retention. 

As the waters reach the plains the increased 
sources of pollution associated with increased 
activities, such as agriculture, rural and urban 
populations ineluding industry, come into the 
picture. Smaller amounts of pollution may 
reach the tributary waters through the runoff 
from areas assigned to agricultural and 
swampy areas, but the latter often contribute 
high concentrations of organie color. Also 
increased plant and animal micro-organisms 
may find their way to the waters of the 
streams from these areas. 

The advantages of storage are not always 
without certain disadvantages. Development 
of plant and animal life, especially micro- 
scopic life, to an extent which may bring 
about undesirable changes in water quality 
may prove detrimental. In domestic water 
supplies microscopic blooms are often the 
basis of taste and odors usually found in 
potable water. There are various ways of 
reducing these disadvantages to a minimum, 
and these methods are employed throughout 
the country. 

Further downstream we often find an in- 
dustrial community which in former years had 
invariably discharged their wastes, untreated, 
directly into a nearby stream. This waste dis- 
posal by dilution was practiced for many 
years but with increasing development 
throughout the country, it has beeome ap- 
parent that these polluted waters are now 
seriously needed for process waters and otten 
domestic water supplies. Specifications for 
process water of many industries, such as tex- 
tile and paper, are high and the presence of 
most wastes are objectionable. It is often 
necessary, therefore, to place restrictions upon 
the assumed riparian rights of some of these 
mill owners in order that the actual rights of 
others, downstream, may not be infringed 
upon. 

In our present day and age we continually 
find that water, our most important resource, 
ean be affected harmfully by unjustified us- 
age, specifically when little or no considera- 
tion is given to the quantity of wastes dis- 
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charged to receiving streams. Certain natural 
pollution entering the stream through surtace 
washings and drainage can be absorbed by a 
stream without ill effect. Every body of 
water has an ability to self-purify provided 
the pollution received is not so excessive as to 
overtax or upset its natural biological balance. 
Before this biological balance could be de- 
stroyed, regulatory measures should be insti- 
tuted as to insure a water capable of serving 
the best interests of the people. 

Strong water pollution abatement policy 1s 
needed. A community has various interests 
in its streams, ponds and lakes in addition 
to a possible source of drinking water. In- 
dustry needs clean water; bathing needs clean 
water: fisheries need clean water; navigation 
depends upon clean water and, odd as it may 
seem, industrial and domestic waste disposal 
need clean water to minimize their detri- 
mental effects upon the stream. Either one, 
all, or part of the above usages may be deemed 
of primary importance in evaluating the needs 
of the community within a specific drainage 
basin area. Water is either directly or in- 
directly related with our health, comfort, and 
economy. Preservation of our water quality 
is a basie necessity to life itself. 


PROGRESS MADE TO DATE IN 
FLUORIDATION OF PUBLIC 
WATER SUPPLIES 
Marcaret H. Jerrreys, R.D.H., M.P.H.,* 
Dover, Del. 

Less than two years have elapsed since the 
American Dental Association, followed in 
close suecession by other professional organ- 
izations, including the American Medical As- 
sociation, adopted a resolution approving the 
fluoridation of public water supplies as an 
acceptable technique capable of reducing the 
high incidence of dental caries among chil- 
dren. The intervening months have witnessed 
similar action by the majority of state and 
local component societies including our own 
state Medical and Dental Associations, by 
state, county, and city boards of health, and 
by numerous civic, service and community 
groups throughout the country who are 
vitally interested in the dental welfare ot 
children. 


~ *Director Division of Oral Hygiene, Delaware State Board 
of Health. 
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Physicians, dentists, nurses, teachers, and 
all other professional persons who have con- 
tact with children of preschool and school age 
are concerned for their dental welfare. They 
know from their own observations and from 
the numerous surveys made in the past sev- 
eral vears that dental caries rank first among 
all physical defects found among school 
children. They also know that there is no 
hope that any more than a small percentage 
of this segment of the population will ever 
be able to receive the dental care which at 
least 95 per cent of all the children need. 
Their only hope is the newly discovered 
fluorides added to the public water supply 
or applied topically to the teeth of individual 
children at regularly stated intervals. Either 
method will result in a substantial reduction 
in the vearly incidence of dental caries, but 
for long-range planning, and this is necessary 
in a program involving millions of children, 
the first mentioned method is most acceptable. 
In the first place, it is known that the ulti- 
mate reduction in dental caries is greater, 
some 60 to 65 per cent decrease as compared 
with 40 to 50 per cent obtained with the topi- 
‘al application of sodium fluoride and that 
this protection can be made available to the 
masses of children at a much lower per capita 
cost. Finally, the fluoridation of public 
water supplies does not require the large num- 
ber of professional personnel necessary for the 
topical application of fluoride. This a factor 
which must receive consideration since dent- 
ists and dental hygienists are alone certified 
to perform this service, and in either group 
they are far too few in number to render a 
service required by so many. A true sample 
of such a situation may be found here in 
Delaware where there are too few dentists to 
provide adequate dental service for the entire 
population, and there are not enough dental 
hygienists to supply either private offices or 
schools. With the exception of the City of 
Wilmington, there are no dental hygienists 
this year to work in the white schools of the 
state. 

It is rather remarkable in view of the wide- 
spread approval stemming from so many out- 
standing professional groups as was men- 
tioned earlier, that the progress of fluorida- 
tion up to this time has in the opinion of 
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some authorities fallen short of that which 
Was anticipated. However, interest does exist 
in all parts of the nation, as indicated by the 
number of communities now engaged in ob- 
taining fluoridated water. According to the 
Council on Dental Health of the American 
Dental Association, ‘‘more than 300 commun- 
ities in the Continental United States have 
fluoridated water and 269 communities have 
approved the measure for future adoption— 
outside the Continental United States limits 
too, this public health measure is gaining ae- 
ceptance. The Panama Canal Zone water 
supply provides fluoridated water for all the 
Canal Zone as well as Colon and Panama City 
and its suburbs as far as Juan Diaz. In 
Alaska, the procedure has been approved for 
Anchorage. Kilmarnock, Scotland, will be the 
first British city to fluoridate its water sup- 
ply.”’' While this information is encourag- 
ing, it must be noted that there are in all, 
16,000 communities in the United States for 
which fluoridation could be made available. 
At the present rate of progress, it is estimated 
that some forty to fifty years must elapse 
before benefit to all the children can be as- 
sured when the task could and should be 
completed in less than five. 

Although Delaware was one of the first 
states in this section of the country to accept 
topical applieation of fluoride and Newark 
one of the first cities in the United States 
to approve fluoridation of its public water 
supply, progress here has been less notable 
than that in neighboring states. To mention 
but a tew, Maryland now has 60 communi- 
ties with fluoridated water, including the city 
of Baltimore; Pennsylvania has five with sev- 
eral approved including Philadelphia; while 
New Jersey, according to reports received in 
July, has 20 communities in one county where 
fluoridation is now in operation. The Dis- 
trict of Columbia started fluoridation this 
past June. 

The reason or reasons why the people of 
this state have not participated actively in 
a program which holds so much promise for 
the improved dental status of their children 
may spring from conservatism and their un- 
willingness to attempt anything so new. On 
the other hand, there may be loeal problems 
as in Dover where the Junior Chamber of 
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(‘Commerce has been working for fluoridation 
since 1951. Apparently, the situation there 
is rather unique since the water supply for 
the town is distributed from several rather 
than one central point. While the Junior 
Chamber of Comerce has purchased three 
fluoridation units for wells now in use, the 
City Council is faced with the problem of 
how to obtain two more units for wells to 
be dug in the near future, as well as suitable 
housing for all five units. Up to this time 
and no doubt for the above reasons, the pres- 
ent town council has not approved fluorida- 
tion for Dover. 

It is quite possible that problems of this 
or a similar nature have arisen in Wilming- 
ton for which fluoridation was recommended 
last spring by the New Castle County Medical 
Society, and in New Castle, Claymont, 
Smyrna, Milford, and other communities 
where the sponsors were interested local 
groups or individuals. In smaller commun- 
ities, however, the inability of local officials 
to meet the requirements of the State Board 
of Health for properly trained personnel to 
be responsible for feeding the fluoride com- 
pound and do the routine testing of the water 
will no doubt create a problem. 

But difficulties of this kind are normal and 
to be expected. Also they can and will be 
overcome in time. The same, however, is not 
true of the propaganda being issued by bit- 
ter opponents of fluoridation whose literature 
and adverse publicity of one kind or another 
is rapidly finding its way into the hands of 
key persons in communities everywhere— 
even Delaware. It is to be hoped that the 
people here are too sensible to allow them- 
selves to be influenced in such matters, but 
it has happened in other states and could 
happen here. Physicians are not unaware of 
the existence of such opposition, their own 
protession having found a parallel in those 
persons who have for years opposed vaccina- 
tion. In medical history, too, there is refer- 
ence made to those groups and individuals 
who ‘‘complained that chlorination increased 
gastrointestinal diseases, caused caneer and 
other systemic illnesses and ‘dezincification of 
hot water heaters’.’”* 

Whether it be vaccination, chlorination, 
fluoridation or something else to promote 
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public health and welfare, the need for uni- 
fied effort to combat opposing forces is al- 
Ways present, and physicians in their busy 
lives carry a large part of the burden since it 
is to them that their patients go eventually 
for counsel and guidance. The present issue 
—fluoridation—is no exception and in cities 
throughout the nation physicians are working 
shoulder to shoulder with dentists and other 
professional groups in an attempt to dis- 
courage public acceptance of any and all such 
fallacious literature. A recent report of the 
AD HOC Committee of the National Re- 
search Committee of the National Research 
Council, Division of Medical Sciences, offers 
substantial evidence favoring the fluoridation 
of public water supplies and should be of in- 
terest to such groups. Quoting from the con- 
clusion to their study: ‘‘In view of these 
considerations, your Committee recommends 
that any community which includes a child 
population of sufficient size, and which ob- 
tains its water supply from sources which are 
free from or are extremely low in fluorides, 
should consider the practicability and eco- 
nomic feasibility of adjusting the concentra- 
tion to optimal levels. The adjustment should 
be in aecord with climatie factors and a con- 
stant chemical control should be maintained. 
With proper safeguards, this procedure ap- 
pears to be harmless. However, it should be 
conducted under expert dental and engineer- 
ing supervision by the State Board of Health. 
It should not be undertaken unless this can 
be provided. How much reduction in the pre- 
valence of caries will actually be realized in 
any community will vary aecording to local 
conditions. The procedure will supplement 
but not supplant other dental health measures. 
About one half of the population of this coun- 
try is living in small villages and rural areas 
and will not benefit by fluoridation of publie 
water supplies. Other provisions for prevent- 
ing dental caries in this fraction of the popu- 
lation should be continued and developed.” 
Much of Delaware, as we know, falls into 
the last mentioned category, since approxi- 
mately one third of our child population 
comes trom rural areas or small villages for 
which fluoridated water cannot be made avail- 
able. However, topical application of tluoride 
could be made available for such children at 
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three-year intervals in a program such as the 
State Board of Health through its Division 
of Oral Hygiene has conducted during the 
past three years. This would require a sub- 
stantial increase in personnel when available 
but it would give all children the benefit of 
either one of the two protective measures and 
assure a future when their dental health 


would be vastly better than it is today. 
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THE PROBLEM OF CONGENITAL 
SYPHILIS IN DELAWARE 
Winper L. Porter, M.D., M.P.H.,* 
Dover, Del. 

When attention recently was focused upon 
the seemingly static incidence of congenital 
syphilis, and when this type of infection was 
cited as a major problem, most venereal dis- 
ease control officers felt that this was con- 
trary to their experience and that some por- 
tion of the statistics was probably subject to 
false interpretation. For that reason, an ef- 
fort was made to study the situation in the 
state of Delaware. The study was conducted 
along two lines, a survey of all cases current- 
ly under observation being coupled with an 

attempt to discover new cases. 

The search for new cases embraced an in- 
tensified effort to secure blood-testing of po- 
tential cases. This extended first to all 
children born of mothers known to have had 
syphilis at or before the time of the preg- 
naney that resulted in their birth, regardless 
ot what antiluetic treatment the mother may 
have received. Testing of siblings of cases 
suspected of having congenital syphilis was 


also especially sought. Physicians conducting 


child health conferences or examining pre- 
school and school children were instructed to 
be on the lookout for stigmata of congenital 
syphilis, and dental hygienists and dental in- 
ternes were asked to look especially for dental 


abnormalities which conceivably result from 
heredo-lues. These measures were in addi- 
tion to the already established program of 


*Clinician, Delaware State Board of Health. 


ring 
ing 
3 
Bs 
i 
: 
| 
= 
: 
4 
| 
& 
3 
* | 
| 
| 
| 
| 
| 
| 
— 


SEPTEMBER, 1952 


testing in certain schools, and of testing in- 
fants born of mothers treated for syphilis 
during pregnancy. To facilitate this collec- 
tion of blood specimens from children, some 
were drawn in well-child conferences when 
circumstances made it inconvenient or im- 
possible for the child to attend a regular 
venereal disease clinic. In some instances, the 
health officer went into the home and obtained 
blood where there were several children who 
could not get into clinic, and a few specimens 
were taken at the time of regular school exam- 
inations. 

When a preliminary report of this study 
was made at a regional Venereal Disease Con- 
trol Conference conducted by the United 
States Public Health Service in New York 
City on May 21, 1951, it was stated cate- 
gorically that the increased emphasis upon 
testing of infants and children did not seem 
productive in discovering new cases. How- 
ever, suspicious molars noticed by a dental 
hygienist led to the discovery of five infected 
siblings shortly after the period included in 
the report, and makes one reconsider the 
value of such a program. The project might 
have been much more extensive and conceiv- 
ably therefore more productive if there were 
not the requirement of large volumes of blood 
for adequate testing. Physicians and parents 
alike abhor venipuncture ; many more mothers 
would permit heel puncture or similar pro- 
cedure, while the suggestion of jugular pune- 
ture brings instant rebellion and it is the 
practical truth that many well-child clinies 
are conducted in one or two rooms where 
privacy for such procedures is not obtainable. 
Many physicians who wanted to; cooperate 
were rebuffed by the inability to withdraw 
enough blood, while others were reluctant to 
make an attempt and shied off with some 
excuse even after the public health nurse had 
referred a child to them for that specifie pur- 
pose. The Filter Paper Microscopie or sim- 
ilar test could become very helpful in sueh 
eases if made more sensitive, even though it 
might continue to lack specificity. Our own 
laboratory is being urged to adopt some type 
of exclusion test which requires less blood as 
well as quantitative tests which are reliable 
when the volume of blood is small. 

The case survey included a review of all 
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cases of congenital syphilis seen in the clinics 
of the Delaware State Board of Health dur- 
ing the years 1949 and 1950, regardless of 
the time the diagnosis was first made. In- 
sofar as possible the review extended also to 
all cases reported under surveillance for con- 
genital syphilis by hospitals and _ private 
physicians during those same years. This re- 
view was aided by a questionnaire seeking a 
brief history of the case, the date of diagnosis, 
the basis of discovery and the history of any 
treatment received by the mother prior to 
birth of the infected child. 

One hundred and eleven cases of congenital 
syphilis received attention in the clinies dur- 
ing the period. Of these, twenty-six were 
detected for the first time; nine others were 
admitted who had received previous attention 
in other states; and the diagnosis was estab- 
lished in five of our own cases who had been 
known for some time and received treatment 
for what had been considered to be acquired 
infections. As noted in Table 1, only six of 
the new cases were under one year of age, 
and just one other in the group was under 
one year of age when first placed under treat- 
ment. More significantly the great majority 
of these patients were adolescents and adults 
whose disease stemmed from inadequate con- 
trol measures of a previous era. 

Records do not reveal in every instance 
what instigated the recent clinie visit; but 
as shown in Table II, a known ease returned 
in twenty-two instances because she herself 
was pregnant, and twelve were brought back 
by examinations for employment or food- 
handling. Others sought examination for 
marriage, aS a routine procedure, as regis- 
trants for Selective Service and as contacts 
of other venereal disease patients. Eight com- 
plained of skin eruptions or genital discharges 
which they believed te be of venereal origin. 
Some already treated for syphilis were found 
to have congenital infection as a result of 
critical re-evaluation for failure to make the 
expected response to treatment. 

The clear implication is that the techniques 
employed to discover new cases of syphilis are 
also effective in disclosing late congenital in- 
fections. Furthermore, these cases are sub- 
ject to repeated rediscovery as so frequently 
they are seroresistant by reason of having car- 
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ried their disease for a long time and because 


of sporadic, interrupted and inadequate 


treatment in the past. 


TABLE I 
Age Distribution of One Hundred and Eleven 
Cases of Congenital Syphilis Observed During 
1949 and 1950 
Old Old 
Patients Patients At 
New At Original First Return 
Patients Visit During Period 


Age Group 
Inder 1 Year 
“To 2 Years 

2 To 6 Years _ 
} To 14 Years 

14 To 21 Years 

21 And Over 

Tota! 


TABLE 
Factors Responsible For Clinic Visits of Patients 
Infected With Congenital Syphilis Under 
Observation During 1949 and 1950 
Route of Route of Reasons 
Discovery Discovery For Return 
of New of Old of Old 
Factor Patients Patients Patients 
Familial Contact 24 
Contact Other VD 
Investigation 


Of Symptoms 

School Examination 
Pre-Employment And 
Foodhandlers’ Exam, 4 
Premarital Exam, 
Prenatal Exam. 
Selective Service 
Examination 


Post-Treatment. 


Observation 

Referral From 

Klsew here 5 

Other And Unknown 
Total 35 SO 


It is surprising that even in a small state 
like Delaware, there is so much duplication 
of effort. One case of interstitial keratitis 
was handled by four separate entities, three 
of whom had made the report of a new ease ; 
this child of a migrant family had received 
treatment in two states before coming to our 
attention and moved on to still another state 
Multiple 


reports of the same case obviously distort the 


where further care was necessary. 


picture as to the true incidence of congenital 
syphilis, while lack of proper coordination 
occasions reduplicated and unwarranted treat- 
ment. The attempt to maintain a register of 
these patients is especially difficult as so many 
are in early adult life and continually chang- 
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ing their addresses and occupations and in- 
deed their names. 

Cases reported as congenital spyhilis by 
private physicians and by hospitals do not 
lend themselves to satisfactory analysis be- 
cause the diagnosis is often reached without 
adequate consideration. Fortunately a great 
number of these reported cases were sub- 
jected to further extensive observation which 
enables us to point out some cause of confu- 
sion. More than a dozen infants treated for 
syphilis had to be eliminated for lack of con- 
clusive evidence of their being infected. Most 
of these were delivered of mothers whose 
serologic tests were positive but who had re- 
ceived adequate treatment of which the re- 
porter was unaware or disdainful. Often 
treatment of the infant was initiated on the 
basis of positive serologic tests of the cord 
blood regardless of what treatment the mother 
may have received. Two of these mothers 
themselves had completed treatment for con- 
genital syphilis and two others had received 
two courses of penicillin during their prenatal 
period. Two infants with negative serologic 
tests were proclaimed to have clinical signs 
of syphilis, the description of which is not 
convincing and in all probability attributable 
to simple infections which also respond to 
penicillin. Treatment of all of these cases 
negated the value of subsequent serologic 
tests which remained negative or promptly 
declined to negative. Another group of pa- 
tients reported by private physicians were 
adults, usually female, reported speculatively 
as congenital. None of them bore stigmata, 
while in several instances there was corrobor- 
ative evidence to indicate the infections to 
be acquired. The propensity of some phy- 
sicians to declare a latent case congenital is 
probably balanced by the more common tend- 
ency to fail to recognize congenital infections 
in the adult. 

Although the number of infeeted children 
is small, there is much to be learned from 
analysis of their cases, and one could searcely 
find a more potent argument for vigilant 
supervision of the pregnant woman, whether 
syphilitic or not. The record is not one to 
generate pride even if it is not easy to place 
the blame. Three of these mothers had no 
prenatal supervision and were not aware of 
their infection until they had syphilitie babies. 
Qne mother had received treatment for a 
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her child but had been lost from observation. 
Another seen early in pregnancy received 
weekly injections of bismuth, and another also 
discovered in time received only eight injec- 
tions of mapharsen prior to delivery. Still 
another was referred for treatment with peni- 
cillin but received only two injections before 
she hid away to escape some legal diffieul- 
ties. A mother who had negative serologic 
tests at the fifth month of pregnancy, de- 
livered a child found to be syphilitic at two 
months of age, at which time the serologic 
tests of both parents were positive in high 
titer. Two mothers who had received courses 
of penicillin prior to pregnancy subsequently 
bore syphilitic children, but neither had _ re- 
ported for observation of the response of her 
infection to treatment and neither had _ pre- 
natal serologic testing. 


In only one instance was there failure of 
penicillin to protect the infant when admin- 
istered prenatally, and that instance will al- 
Ways remain open to question as the course 
given during pregnancy was the second re- 
ceived by that mother and had been admin- 
istered although her Kahn titer was low; the 
case is included solely because the infant died 
at four months of age of a debilitating illness 
which was reported as syphilis ‘‘on clinical 
grounds’’. 

There is always the temptation to censure 
the patient for failing to seek prenatal care 
or to chide the midwife for accepting a pa- 
tient who has had no prenatal examination, 
but responsibility is not relieved that easily. 
One mother had gone through prenatal care 
and delivery by a private physician and again 
three years later by a hospital clinic without 
ever having a serologic test for syphilis. <A 
positive cord blood at the second delivery led 
to discovery of infection in the mother and 
the first child, while the second subsequently 
was proven to have escaped infection. An 
English war bride had one baby in England 
and another in a neighboring state, but was 
not discovered to have syphilis (congenital) 
until her third pregnancy. So we find that 


while we advocate repeated serologic testing 
of the pregnant women, we must constantly 
proclaim the fundamentals, as entirely too 


brief period several years before the birth of 
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many women are being delivered without 
ever being tested. 

It seems incredible that a disease for which 
we can do so much, should continue to pose 
problems, but it appears that as long as 
syphilis is endemic, it will remain a threat 
to the welfare of unborn children. Yet we 
cannot let our zeal to eliminate congenital 
syphilis push the pendulum too far in the 
direction of treating more babies, as too many 
While 
we condone treatment where the disease is 
likely to be present and there is doubt that 
adequate observation can be extended, we also 
feel that the decision should be made only 
after serious consideration. Penicillin pro- 
phylactically may be innocuous but posses- 
sion of a powerful weapon cannot substitute 
for good clinical judgement, and there are 
many implications and responsibilities which 
eannot be avoided by the mere exhibition of 
treatment. 


now receive treatment on suspicion. 


To clear up the backlog of congenital 
syphilis is a tremendous task, but every case 
that develops henceforth must be regarded as 
a disgrace and a reflection of our collective 
failure, for it is our responsibility to search 
uneeasingly for every victim of syphilis and 
erect barriers against its spread until our 
whole population is rid of the disease. 
SuMMARY AND CONCLUSION 

1. The statie incidence of reported cases 
of congenital syphilis does not reflect failure 
of our present recommended treatment for 
the pregnant woman with syphilis. 

2. There is definite evidence that the pic- 
ture would improve if we were to use our 
best knowledge and _ facilities. ' 

3. As long as syphilis is endemic it is a 
hazard to the unborn ehild. 

4. Repeating the serologic test in late preg- 
naney is a desirable practice. 

5. Intensive search for new cases of con- 
genital syphilis in children has been rela- 
tively unproductive. 

6. The techniques already employed to find 
unknown cases of syphilis also disclose an 
appreciable number of late congenital infee- 
tions. 

7. Most reported new cases are adults who 
are already aware of their disease. 
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8. Diagnosis of syphilis in infants pre- 
sents problems that require much considera- 
tion and effort. 

9. Many uninfected infants needlessly are 
treated for syphilis. 

10. We must continue to try to furnish 
the physician the means to handle the con- 
genital syphilis problems more satisfactorily. 


THE DELAWARE CLEFT 
PALATE PROGRAM* 
Jack Sasiorr, M.D.,** 

Dover, Del. 


When Dr. Ivy invited members of the staff. 


of the Delaware Cleft Palate Clinie to parti- 
cipate in this cleft palate conference, he sug- 
gested we emphasize organization and the 
group diagnostic method of handling the 
problem. We shall attempt to follow through 
on his suggestion. 

The Delaware cleft palate clinie is in its 
infaney—it first started operating this past 
September. However, some services to the 
cleft lip and cleft palate child had been in 
operation years previous to this—namely, 
plastic surgery and speech therapy. The cleft 
palate diagnostic clinie developed as a result 
of the orthodontists’ interest in developing an 
orthodontic program for dental maloceclusions. 
They approached the State Board of Health 
with that suggestion. An orthodontie pro- 
gram was outlined leaning heavily on the 
plans originated by other states, mainly New 
York and Pennsylvania. 

In developing the plan, after discussion pro 
and con, it was decided to initially limit the 
orthodontic program to cleft palate children, 
although the plan permits acceptance of a 
much wider range of handicapping malocclu- 
sions. The reasons for reaching this decision 
were (1) that cleft palate and cleft lip cases 
were already accepted by the Crippled 
Children’s Services for plastic surgery, speech 
therapy, and related medical social and pub- 
lic health nursing services, (2) the number 
of cases of dental malocelusions that could be 
treated was limited both by the amount of 
orthodontic services obtainable and the budget 
available, (3) it was recognized that the cleft 


*Presented before the Conference of the National Re- 
habilitation Association, Region II, Philadelphia, May 5, 
195, 


2. 
**Director. Maternal and Child Health and Crippled 
Children’s Services, Delaware State Board of Health. 
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palate child requires many varied services 
and therefore is the type of case that de- 
mands a coordinated treatment program. 

In writing the orthodontie plan, provision 
was made for furnishing pedodontie services 
and speech appliances as indicated. The 
orthodontic treatments are conducted at the 
offices of the orthodontists participating in 
the program. The children are referred back 
to their family dentists for pedodontie serv- 
ices, the Division of Crippled Children sub- 
sidizing the cost of dental treatment when 
such financial assistance is indicated. If 
there is no family dentist they are referred 
to a dentist selected by the Division. 

Having reached the decision to give cleft 
palate children primary consideration in the 
provision of orthodontic services and recog- 
nizing that proper handling of the cleft palate 
child necessitates a team approach and in- 
tegration of the various specialized services, 
a conference was called on July 17, 1951, in 
which the interested orthodontists, the medi- 
eal director of the duPont Institute, the con- 
sultant in plastic surgery of that institution, 
the Director and the Coordinator of Speech 
and Hearing Services of the Division of Crip- 
pled Children’s Services, all participated. At 
this conference it was decided to hold clinic 
sessions at which diagnostic surveys would be 
conducted on cleft palate children. The fol- 
lowing were to attend the cleft palate ses- 
sions to be held monthly: the consultant in 
plastic surgery to the Alfred I. duPont In- 
stitute, one or more of the three participating 
orthodontists, and the following staff from the 
State Board of Health—the Director of the 
Division of Crippled Children’s Services, who 
would also act as pediatricain in the clinie, 
the Coordinator of Speech and Hearing Serv- 
ices or another of the speech therapists of 
the Division, a medical social consultant from 
the Division, and a public health nurse from 
the New Castle County Health Unit. Doetor 
A. R. Shands, Jr., Medical Director, Alfred 
I. duPont Institute, very kindly offered the 
use of the physical facilities of the Institute 
tor the holding of this clinic. 

I should now like to briefly describe how 
the clinic operates. We first started schedul- 
ing three children for each clinic session, but 
soon dropped the number to two. The cases 
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to be seen are selected from those already re- 
ceiving services from the Division of Crip- 
pled Children’s Services, and those referred 
to the Division for this clinic. Referrals to 
the clinic also come from the Alfred I. du- 
Pont Institute, which provides plastic surgery 
for many of the cleft palate children in the 
state. Our procedure is as follows: The pub- 
lic health nurse routes the patient and par- 
ents through the clinic. During this proced- 
ure she often picks up pertinent information 
which she can later transmit to the group. 
The medical social worker in her interview 
with the parents determines their economic 
status, uncovers and evaluates social prob- 
lems and prepares the parents to ask ques- 
tions they desire answered. The public health 
nurse substitutes in this capacity whenever 
the medical social worker is absent. Follow- 
ing this interview, the patient is examined 
and evaluated separately by the pediatrician, 
speech therapist, orthodontist and plastic 
surgeon. The clinie members then meet in 
a group conference, discuss their findings, 
and arrive at a joint decision on recommenda- 
tions to be followed in the treatment of the 
case. Priorities and the sequence of treat- 
ment are established. The parent is then 
called in and advised by a member of the 
group of the clinie recommendations—their 
reactions toward the acceptance of these 
recommendations is ascertained. Economie 
eligibility comes into play with the provision 
of treatment services but is not a factor in 
the provision of the over-all diagnostic survey. 

A report on the various findings, the clinic 
conference and clinic recommendations is 
then dictated and typed in a number of copies. 
The Division,of Crippled Children’s Services 
assumes the responsibility of arranging for 
the carrying out of the various recommenda- 
tions on the financially eligible group. Aux- 
iliary services are called upon, such as the 
mental hygiene clinie for psychometric and 
psychological evaluations, the speech and 
hearing program of the Division of Crippled 
Children’s Services for audiological and oto- 
logical problems. A complete record is kept 
on file at the office of the Division of Crip- 
pled Children’s Services. The clinie report 
and pertinent information are distributed to 
the Alfred I. duPont Institute, the appropri- 
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ate county health unit, and to the various in- 
dividuals who will be participating in the 
treatment of the child. 

I believe we have the advantage in Dela- 
ware of operating in a small state with a 
relatively small population of somewhat over 
325,000. This leads to a closer relationship 
between the clinical and administrative as- 
pects of the program, which is an advantage 
in promoting a smoothly operating program. 
However, despite the fact that Delaware is 
small, it has a long north-south dimension. 
The only large city, Wilmington, is located 
in the extreme northern part of the state, close 
to the Pennsylvania line. Almost all of the 
resources are located here. This means that 
we are still faced with the problem of getting 
children to clinic from a distance of 100 or 
so miles in some cases. It also means that 
if orthodontic treatment is initiated these 
children must travel long distances to get to 
the orthodontist’s office. Therefore, before 
initiating any treatment program, we must 
take into careful consideration whether the 
child can get to the services and whether the 
family have enough interest to get there reg- 
ularly. 

In concluding my portion of the deserip- 
tion of the Delaware program, I should like 
to state that in the few months we have been 
operating we feel that we have been progres- 
sing satisfactorily, and we feel that this type 
of clinic service offers advantages that would 
be most difficult to obtain in any other man- 
ner. 


THE ROLE OF THE SPEECH 
THERAPIST IN THE CLEFT 
PALATE CLINIC 
Marian L. Giumore, M.A.,** 

Dover, Del. 

Almost anyone can now identify the phil- 
osophy which denotes that we are interested 
in helping children learn to walk so that they 
ean go up and ask for a job, but we do not 
do much about the person who ean walk up 
to get a job but can not ask for it once he 
is there. The enthusiasm and sincerity with 
which Dr. Herbert K. Cooper of Laneaster, 


*Presented before the Conference of the National Re- 
habilitation Association, Region II, Philadelphia, May 5, 
1952. 

**Coordinator of Speech and Hearings Services, Dela- 
ware State Board of Health. 
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Pennsylvania, launched his e¢linie for the 
total rehabilitation of the cleft palate child 
has gained the admiration of the nation. 

In March of 1948 Dr. Cooper spoke at an 
Institute planned for the staff of the Dela- 
ware State Board of Health and other in- 
terested persons. It would not be difficult 
to believe that our present program in Dela- 
ware began in many minds on that day. Later 
that vear the Director of Crippled Children’s 
Services, an orthodontist in the state and the 
speech therapist spent a day observing Dr. 
Cooper's clinic in operation. 

In August of last year two days were spent 
in observing the work of the Speech Clinic 
at Pennsylvania State College and conferring 
with Dr. Eugene MeDonald who directs that 
clinic. We were, by that time, organizing 
our own program and Dr. MeDonald’s ex- 
tensive experience in the field of speech in 
this particular area was invaluable. 

The effect upon speech of any oral deform- 
ity will depend upon the severity of the de- 
formity and upon the ability of other articu- 
latory organs to compensate either after 
surgical and orthodontic restoration or with- 
out it (when it is not deemed feasible). There 
are three deformities to be considered: cleft 
lip, dental malformations and cleft palate or 
there may be a combination of these. F're- 
quently the lip is not involved. If it is in- 
volved and has been repaired, the clinician 
sometimes encounters cicatrized tissue that 
lacks mobility. This will affect all sounds 
which are made by the lips (p,b,m). There 
can be no clear-cut explosion of **p’’ or **b”’ 
and there may be leakage of air on ‘‘m 

The malformations of the teeth may or 
may not affect the speech. It is weil known 


that the tongue compensates in an astonish- 
ing manner in many persons who have se- 


vere dental malocclusions and the speech, as 
a result, is acceptable. The relationship of 
the speech therapist to the orthodontist im 
this team is that of one who advises in de- 
ciding whether or not an orthodontie prob- 
lem is the cause of the speech deviation. The 
orthodontist decides whether treatment is 
wise and is feasible. 

When surgery has been performed, the 
speech therapist is interested in knowing 
which muscles were involved and the condi- 
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tion of the pharyngeal and palatal muscula- 

ture post-operatively. A sufficiently long and 

mobile palate is desirable for adequate speech. 

Sometimes this cannot be obtained surgiecal- 

ly and a speech appliance provides a more 

efficient closure of the palate. The speech 
therapist again advises the surgeon on the ae- 
ceptability of the physical structure for 
speech. The surgeon determines the feasi- 
bility and prognosis of operative procedures. 

In cleft palate speech all the sounds of 
speech are distorted to some degree. The 
most general description would indicate that 
there is nasalization of all vowels and vowel- 
like sounds and some distortion of the nasal 
sounds. There has been research to indicate 
that we have placed too much emphasis on 
nasality and that we should give more atten- 
tion to the articulatory problems. 

In the clinic we try to understand the 
structure we are dealing with so that we may 
plan adequate speech therapy. We are look- 
ing for answers to several pertinent questions : 
1. Is the patient able to close the nasal port 

and thus prevent so much of his speech 

from sounding nasal? 

2. Is his palate long enough to assist in proper 
closure of the nasal port and in adequate 
production of velar sounds? 

3. Is the structure adequate for good speech 
(or better than the patient now has) with 
or without an appliance? 

In evaluating the speech involvements and 
speech possibilities : 

1. What does an articulation test reveal? 

2. Is there a difference between production 
of isolated sounds and connected speech? 

3. What does a routine audiometric test re- 
veal about his hearing? 

4. What is causing the nasality? 

>. What can he do with the musculature that 
he has? 

6. What about his breathing pattern? Sus- 
tained exhalation? 

7. If he has an applianee, is it acceptable for 
speech ? 

S. It he does not have an appliance, does he 
need one? 

9. What is his attitude toward his speech? 
(If he is aware of it). 

If there is indication of a significant im- 
pairment in hearing, the patient is referred 
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to the Delaware Hospital Audiology and 
Speech Center where he receives an exam- 
ination by an otologist and a complete audio- 
logical evaluation. 

If the attitude toward his speech is a major 
factor, he is referred to a competent psycholo- 
gist at the State Mental Hygiene Clinic. This 
evaluation, as well as the hearing appraisal, 
gives additional assistance to those working 
with him and particularly to the speech 
therapist. 

If speech therapy is recommended, the 
therapist sets two major objectives: 

1. To obtain optimum control and use of the 
palatal and pharyngeal muscles. 

2. To attain maximum intelligibility and 
pleasantness of speech in order to make him 

a useful and happy citizen. The therapist 

follows standard techniques for this 

therapy and any other method which she 
ean devise which is found to be successful. 

You know the feeling of helplessness when 
you tried recently to make a long distance 
telephone call and the communication lines 
were silent. The communication lines are 
down most of the time to an unrehabilitated 
person with a cleft palate. We believe that 
we have begun the process of restoration in 
Delaware and we are glad that speech therapy 
is included in the program of total rehabili- 
tation. With Dr. Cooper, we want to be sure 
that the person with a cleft palate can ask 
for a job once he reaches the employer's desk. 


THE ADVANTAGES TO THE 
ORTHODONTIST OF THE GROUP 
APPROACH IN TREATMENT OF THE 
CLEFT PALATE PATIENT’ 

Louis KresH D. D. S.,** 
Wilmington, Del. 

In this day of specialization, everybody is 
an expert in his field. But how can one in- 
dividual be an expert in every field? This 
is the problem that faces an orthodontist in 
planning treatment for a cleft palate patient. 

The primary interest of an orthodontist is 
the prevention and correction of malocelu- 
sions of the teeth. Obviously, the aims of the 
plastie surgeon or the speech therapist are 


*Presented before the Conference of the National Re- 
habilitation Association, Region II, Philadelphia, May 5, 


1952. 
**Participating Orthodontist in the Cleft Palate Program. 
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quite differently directed. Yet it is becoming 
more and more apparent that the aims and 
abilities of all of these experts must be 
focused on the eleft palate patient and co- 
ordinated to bring about the most successful 
result in treatment. 

With a great many of the youngsters with 
cleft palate, the permanent teeth, upon erup- 
tion, present a greater or lesser degree of 
malocclusion. In past years, when such a 
patient was presented to an orthodontist for 
treatment, the teeth were badly jumbled, the 
palate had been operated from one to four 
times with varying degree of success, and 
the speech was far from acceptable. In order 
to develop a proper plan of treatment for the 
case, it was necessary to obtain the advice 
and recommendations from our allied fields 
of surgery, speech, psychology, medicine, ete., 
and ete. It would be appropriate to make 
note at this point that in Delaware we have 
no large medical centers where all of the 
many services might be readily available for 
consultation. In order to obtain sueh in- 
formation, it was necessary to arrange for an 
appointment with the private office or publie 
agency where each individual service might 
he obtained. This was not only a time con- 
suming, but very often a costly and discour- 
aging procedure. Assuming that all of this 
information was eventually assembled and 
evaluated, it was often necessary during the 
course of orthodontic procedures to obtain 
further consultation and advice from these 
allied fields. Under the best of circumstances, 
it was occasionally necessary for the ortho- 
dontist to assume responsibilities outside of 
his field. 

After heaping all of these problems on top 
of the many difficulties encountered in ortho- 
dontie treatment of the malocelusion of the 
cleft palate, it is no wonder that many ortho- 
dontists held a dim view of the prognosis in 
treatment of these cases. Yet the cleft palate 
is essentially an oral problem, and sinee 
dentistry and the special field of orthodonties 
is primarily concerned with oral problems, 
a solution to this situation had to be devel- 
oped. 

In the realization of the problems, and in 
view of the fact that all of the necessary ex- 
pert personnel were available, although in 
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small numbers, in Delaware, it was only 
necessary that they be assembled. This would 
not only facilitate the proper evaluation of 
the individual cleft palate case, but would 
serve a mutual benefit. And so it has fune- 
tioned with our group. 

In the planning of orthodontic treatment 
for one of these patients, it is most encourag- 
ing to know from the beginning where the 
dental aspect fits into the over-all picture. 
From the speech therapist, we learn how much 
of the defective speech is due to the physical 
deformity, and the extent to which the pre- 
senting malocclusion is responsible for the de- 
fective speech. With this information, it is 
possible to work out a treatment approach 
that not only will correct the maloeclusion 
but equally important will serve most to aid 
in speech improvement. Often the relocation 
of one or two of the teeth will be of consid- 
erable help to the speech therapist in produc- 
ing some of the sounds. In the design and 
construction of a speech appliance, the sug- 
gestions of the speech therapist will in great 
measure aid in the successful function. 

The plastic surgeon can offer an appraisal 
of the possibilities or limitations of further 
surgery. In some instances we find that 
perforations in the palate are more amenable 
to treatment by prosthesis than by surgery. 
On the other hand, it may be that the con- 
struction and use of a speech appliance would 
be more suecessful if a re-division of the 
palate was first accomplished. And in turn, 
such treatment can render tremendous help 
to the speech therapist. The surgeon's advice 
regarding the possibilities of surgical replace- 
ment of the mandible is invaluable in the 
cleft palate case with severe mandibular prog- 
nathism—a most difficult type of maloeclu- 
sion to correct otherwise. It is so much more 
gratifying to be able to obtain this informa- 
tion at one complete session of personal con- 
tact and discusion than from many typewrit- 
ten pages of a formal case history. 

The psychological appraisal of the young- 
ster’s ability to cooperate with the many de- 
mands of complex and lengthy orthodontic 
treatment combined with the findings of the 
medical social worker can very readily serve 
to influence the approach to treatment. It is 
quite possible that on the basis of these find- 
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ings, it would be far more advisable to limit 
the extent of orthodontic treatment and con- 
sider the possibility of the construction and 
placement of prosthetic appliances. In either 
event, it is possible to feel far more secure 
in the treatment plan as eventually developed 
and carried out. 

After sufficient time has elapsed for eor- 
rective efforts to be earried out, it will be 
most comforting to be able to return to the 
group with a given ease for further evalua- 
tion. It is not conceivable that in every in- 
stance each treatment plan will proceed 
smoothly to completion. Herein will be a 
service of inestimable value, not only for the 
patient, but for the orthodontist as well. 

Thus far in our efforts it has proved an 
enlightening experience to realize how much 
each ot our professional services has to offer 
to the other. We will continue to gain in 
knowledge of our own field and in that of our 
related fields to the ultimate benefit of our 
patients. 


WILL THE CHILD OUTGROW HIS 
SPEECH PROBLEM? 
DoNALD SCHANTZ-HANSEN, M.A.,* 
Dover, Del. 

Speech itself is not something that comes 
to us automatically, although most of us tend 
to regard speech as a function that will de- 
velop by itself if given enough time. To a 
certain extent, because of the natural way in 
which speech develops, this is true, but it 
is certain that none of us would have speech 
today if it were not for a wide range of out- 
side factors acting directly upon us to in- 
fluence our total maturation both in a physi- 
eal and a non-physical sense. In reality man 
has learned to use for speech, organs that 
were evolutionally intended for more basic 
functions. It is because of this ‘‘borrowing’’ 
of organs that we refer to speech as an over- 
laid function. However, since most of us 
have been subjected to similar environmental 
and developmental factors we have been able 
to set up a schedule or seale for development 
of speech as it should occur in the average 
or so-called normal individual. 

Dr. Charles Van Riper? outlined 
the development of speech in the following 


*Speech Therapist, Delaware State Board of Health. 
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manner. During the first month after birth 
we can expect the child to voealize to the 
extent that we can hear certain vowel sounds 
produced along with the erying of the in- 
fant. By the end of the third month the child 
has added more vowel sounds and a limited 


number of consonant sounds. During this 


period there is usually more non-erying vo- 
calization and the erying vocalization begins 
to be differentiated according to the type of 
discomfort such as pain, hunger, ete. In 
some children repetitive chains of sounds will 


appear during this period. By the end of 
the sixth month we would expect to find a 
rhythmical babbling and more non-cerying 
sounds than at three months. At the end of 
the ninth month the child has begun to ery 
and yell to get attention, there is more pitch 
variation in the sounds produced, and in 
some instances the child will repeat sounds 
given to him by the parent but he does this 
as a form of babbling rather than as a re- 
sponse to adult stimulation. During the 
period from the tenth through the twelfth 
month the child will make an effort to imi- 
tate a number of sounds and syllables that 
he hears in the speech of his parents. Some- 
times the child will repeat a word if the par- 
ent introduces it into the child’s vocal play. 
These words, however, will usually not be re- 
tained in the child’s vocabulary but rather 
they are a form of echo play in which the 
child indulges at this time. By the end of 
the twelfth month we can expect some chil- 
dren to have developed their first true words, 
and by the end of the eighteenth month the 
child should have a vocabulary of from ten 
to twenty meaningful words. These words 
may have sounds or syllables missing, but to 
the child and parents they have meaning. 
During this period the child’s speech, with 
the exception of these few words, consists 
mainly of jargon but jargon at this period 
differs from earlier vocalizations in that it 
has emotional content and it is also the child’s 
attempt at imitating the fluency of his elders. 
Usually by the time the child has reached his 
second birthday he should be talking. His 
speech at this period usually consists of 
phrases or short three and four word sent- 
ences like: ‘‘Want milk.’’ ‘‘Cookie all 
gone.’’ ‘‘Kiss mama.’’ The articulation at 
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this point is most always faulty and there 
seems to be little voice control. From the 
age of two the child’s speech begins to de- 
velop at a more rapid rate until the age of 
five or six when we expect the child to have 
completed his speech development. 

Sometimes, however, during this eritical 
period in the child’s development something 
may go wrong. Any number of factors may 
come into play which could have a direct ef- 
fect on the child’s speech. Often times these 
factors operate to produce a fault in articu- 
lation. The child who develops this difficulty 
does not produce all of the speech sounds in 
the accepted manner. Beeause of this his 
speech tends to call attention to itself and 
in some cases can be quite difficult to under- 
stand. While these disorders may take many 
forms, Dr. Wendell Johnson! other 
authorities prefer to group them into the fol- 
lowing three classifications: (1) substitu- 
tions, (2) omissions, and (3) distortions. 

Substitution errors are commonly found m 
small children and a typical example of this 
might be the child who says, ‘‘ Wabbits eat 
cawots.’’ This child is of course substitut- 
ing the w for the r sound. 

Errors of omission are also common to small 
children. Often the child will omit the final 
consonant sound or when two consonants are 
blended together in the middle of a word 
such as the s and ¢ in stop, one of the two 
may be omitted. 

The errors of distortion are usually con- 
sidered to be the most common or frequently 
found. Often children have great difficulty 
in making a good s sound. The s may hiss 
too much or in the production of the s a so- 
called ‘‘lisp’’ may appear. 

All of these types can be related to either 
a functional or an organic basis. Whatever 
the cause it is certain that disorders of articu- 
lation make up the greatest percentage of 
speech cases seen by speech therapists. Fig- 
ures provided by the Mid-Century White 
House Conference on Children and Youth* 
show the following: Of the assumed total 
population of children from between the ages 
of five and twenty-one years (40,000,000), 
1,200,000 or 3.0% will have an articulatory 
problem. Five percent of the total age range 
population can be expected to have a speech 
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fault of one form or another, so when we 
consider the fact that 3.0°) of this total is 
involved with an articulation problem it is 
not hard to understand the great need for 
attention that these particular anomalies re- 
quire. 

It is not only because these cases are in 
the majority that the speech therapist is 
anxious to begin work at an early age, but 
for other factors which are equally if not 
more important. Beeause this problem is 
seen so frequently, the common belief seems 
to be that if it is forgotten the child will in 
time outgrow his difficulty. While this may 
be true in some fortunate cases, it is not the 
general pattern. During the period from 
three to six the child is rapidly learning new 
words, ideas, situations. He is in a hurry to 
express his thoughts and yet he does not have 
the vocabulary to make an adequate showing. 
As a result frustration may oceur with the 
speaking situation. Incorrect sounds are de- 
veloped and reinforced. The child’s desire 
to imitate the speech, both in inflection and 
vocabulary choice, of his parents is often so 
great that other more serious speech prob- 
lems may develop. Dr. Van_ Riper? has 
said that children definitely learn to talk. 
‘‘Their parents do the teaching, and it is us- 
ually very poor. Beeause of the widespread 
ignorance concerning speech development and 
the teaching of talking, many children: (1) 
fail to practice their speech sounds in voeal 
play ; (2) do not learn how to imitate sounds ; 
(3) do not learn that sounds can be mean- 
ingful and useful tools; (4) do not practice 
or profit from their jargon; (5) resort to 
vesture and other substitute behavior rather 
than develop a growing vocabulary, and 
therefore they (6) lay the foundation for de- 
fective speech.”’ 

Since the speech therapists with the State 
Board of Health are coneerned with the pre- 
school child, our work in the area of articula- 


tion must of necessity be along the lines of 


prevention of speech problems. If a child at 
the age of three or four has a speech fault, 
it is important that work along the preventive 
lines begin as soon as possible. Speech 
therapy with children at this age level does 
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not consist of speech exercises, word lists and 
drills but instead is an indirect approach to 
speech hygiene, accomplished through play 
and story periods with the therapist. Jf the 
child is left to his own devices, there can be 
no guarantee that time will cure the problem. 
Speech therapy then in all cases must be on 
a cooperative basis between the therapist and 
the parent. The speech therapists with the 
State Board of Health devote time to both 
the child and the parent whenever possible. 
Suggestions for home therapy and a discus- 
sion of present clinie work is usually ineluded 
in this period. 

Any physician ean refer a pre-school aged 
child for a diagnostic speech interview by 
mailing one of the referral forms available 
through the Division of Crippled Children’s 
Services, Delaware State Board of Health, 
Dover, Delaware. Thus with the close co- 
operation of the physicians throughout the 
state in making referrals for any type of 
speech deviation to the speech therapists 
with the State Board of Health, it is hoped 
that a constructive program of speech help 
can be developed that will aid the children 
ot Delaware. 

SUMMARY 

A discussion of speech development as it 

might be expected to occur within the so 

called *‘normal’’ ehild is given. 

A discussion of the problems that may ap- 

pear in a child’s speech with a description 

ot the three major types of articulation 
errors found is presented. 

The importance of early speech training 

and speech hygiene is emphasized with a 

brief description of the methods used by 

the speech therapists with the State Board 
of Health. 
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UNDERSTANDING THE SICK CHILD 
AURELIA LAMMERS 
and 
HELEN CoLe* 
Dover, Del. 

A physican knows well that an illness may 
be a major event in anyone’s life. In the 
ease of a child it may or may not have a 
marked effect on his developing personality. 
What will be the effect of illness on the child? 
Will he return from the hospital with con- 
fidence in the adult world, which will give 
him assurance in meeting life’s problems as 
they occur; or will he develop mistrust of 
adult motives and behavior, retain fears of 
doctors, hospitals, white gowns, and even 
strange situations in general? These ques- 
tions should not be ignored. In many emer- 
gent situations there is no great choice of ac- 
tion. But, in general, a child can not be 
said to benefit when, in remedying a physical 
condition, we create new problems for him 
or intensify existing ones. 


Responsibility is Everyone’s 

The responsibility for preparing the child 
to meet his illness lies with everyone—the par- 
ents, doctor, nurse, medical social worker, and 
therapist. The physician’s responsibility in 
preparing a child for surgery does not begin 
when surgery is first contemplated but at the 
time of his first contact with the child and 
parents. Very important is this relationship 
with the child, but no less so, his guidance 
of the parent and child relationship. Any- 
thing he ean do to aid this relationship is 
not only practice of good mental hygiene but 
time well spent whith may lead to less hectic 
periods in the office with apprehensive chil- 
dren and exasperated mothers. 

A child knows when a doctor is his friend, 
and a person who likes and wants to under- 
stand him. Even if a painful treatment must 
be done, he accepts the fact that the doctor 
will keep his word and hurt him only as much 
as necessary. Seolding him when he is fright- 
ened will only convince him the doctor does 
not like him. A word of praise for the manly 
way he bore the pain will mean much to the 
child and the trust he has in the doctor. 


*Medical Social Consultants, Delaware State Board of 
Health. 
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Child As An Individual 

Many times we, and this includes the par- 
ents, lose sight of the fact that a child is an 
individual. From birth, he has his own way 
of showing emotion. This is what gives him 
personality. We need have respect for him 
and let his questions guide us in alleviating 
his concern. We have all been slow in recog- 
nizing the importance of dealing with the 
child directly. The adolescent child, espe- 
cially, should be given an opportunity to be 
seen apart from his parents. Being allowed 
to talk in privacy helps the patient-doctor re- 
lationship. Too often it is left to the nurse, 
medical social worker, or someone else to com- 
municate needed information which would 
come with more reassuring foree from the 
doctor himself. 

Hosjntal Care of the Sick Child 

Doctor Harry Bakwin states that a young 
infant’s emotional reaction to acute illness 
is minimal. However, in an illness requiring 
long-time hospital treatment, Doctor Bakwin 
thinks the effect may be overwhelming, may 
even result in death. He has found that an 
infant is unable to tolerate long periods of 
hospitalization ; that long terms of hospitaliza- 
tion without individual physical stimulation 
may cause him to become pale, thin, and list- 
less. He may have frequent stools or may 
develop an unexplained fever which may go 
on for months; he usually is quiet and does 
not babble spontaneously. Doctor Bakwin 
reports that if the baby is sent home, a re- 
markable change for the better often takes 
place in a few hours. The cause of the symp- 
toms he considers to be emotional depriva- 
tion.' Mary E. Lewis has also given an apt 
description of the child in long-time tempor- 
ary placement as one living in one place and 
loving in another ;? this same description ap- 
plies to the hospitalized child. Older children 
and adults react differently to hospitalization 
in that they can originate emotion within 
themselves by something interesting, or an 
exciting idea. 

A number of other authorities, however, 
have expressed the opinion that while the 
newborn infant, premature infant, and _ se- 
verely defective child seems to thrive in hos- 
pitals, the older infant does not. In general, 
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is well to avoid keeping babies in hospi- 
tals longer than necessary. On a social basis 
we no longer use, by preference, fondling 
homes and large institutions but, when pos- 
sible, provide care in the more normal foster 
home environment. 

Though the medical situation may make 
long-term hospitalization necessary, the exper- 
lence can be made a constructive one, emo- 
tionally as well as physically. Nurses should 
regard themselves not only as nurses but as 
mother substitutes. Infants should be picked 
up, loved, patted and fondled. Parental 
visits instead of being limited should be en- 
couraged. In some hospitals on the continent, 
and notably in England, the mother takes 
care of the child and does everything for him 
but provide the medical treatment. Doctor 
James Spence of New Castle-on-Tyne, where 
this method is used, states that the child gets 
better medical care because in the mother he 
has a full-time nurse interested in him. Also, 
the mother learns new skills and aequires a 
greater sense of responsibility. This method 
also relieves the nurse, an important consider- 
ation in these days of nursing shortages. 
Nurses, students, and interns too may learn 
a great deal about the child’s management 
from the mother.“ In some hospitals, babies 
and mothers are admitted together. There is 
an interesting clinie in New Zealand ealled 
the Bassam Clinie where this method is used. 
Mothers take care of everything exeept medi- 
cations and surgical dressings. In Bellevue 
Hospital, New York City, nurses and interns 
welcome the mother on the infant wards. 
Doctors and interns are encouraged to pick 
up babies and carry them about on rounds. 
Babies are assigned to interns. Not only is 
this helpful to the infants, but interns some- 
times benefit as well as the babies. 

For the older child, too, there are certain 
advantages in home care. The child feels 
safe. He has a full-time nurse, his mother. 


Some parents are less anxious and their teel- 
Parents 


ing of responsibility is enhanced, 
vet satisfaction out of having nursed a sick 
child. Also, home eare is less expensive than 
hospital care, no matter who pays for it. 

But when home care is not indicated and 
hospitalization is necessary, it is wise to main- 
tain the same parental sense of responsibility. 
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It is extremely important to foster the parent- 
child relationship. This may be done by hav- 
ing the doctor or some designated staff mem- 
ber available during visiting hours to discuss 
various steps of treatment with the parents 
as well as by drawing the parents into the 
activities in which the child participates. 
When relieved of much responsibility, par- 
ents may become apprehensive of losing their 
rightful place in the relationship, or when 
the feelings of attachment are not very strong, 
they may break. This is especially true in 
the case of an unwanted or crippled child. 
We frequently see such a child neglected or 
the parents may just have disappeared. 


Understanding of People is Essential 
in Helping Them 

Some understanding of the parents them- 
selves is essential so that when a block to 
treatment occurs the cause may be ascertain- 
ed, thereby making medical care more effec- 
tive. The block may be based on fear—fear 
of surgery, fear that a child may grow worse, 
fear that he will never be economically in- 
dependent, fear of what others in the social 
group may think. It could be due to ignor- 
ance, lack of knowledge, inadequacy, imma- 
turity, and a number of other reasons. <A 
child, too, has his fears even though he may 
not demonstrate them. We must help both 
the child and the parents by determining the 
cause of their resistance. If one parent can 
be won over to a course of action, he can 
usually be trusted to know the best way of 
persuading the other. A erippled child has 
a sense of being different. He can not run 
and play as other children; can not compete 
in games and sports. He may feel inadequate 
and develop a sense of guilt associated with 
thoughtlessly made parental reproaches. The 
world seems unfriendly and he tries to re- 
volt. Some ill children show regressive tend- 
encies; they become dependent, demand at- 
tention, and are more selfish. Companionship 
with other children, with the therapist, and 
the teacher mean much to such children im 
a long drawn out illness. They bring the 
world to the child, and he is less apt to feel 
lost and neglected. For children, the hardest 
thing to bear is being objects of pity either 
to adults or other children. As children grow 
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older, they are concerned about the effect of 
their condition on the possibilities of future 
employment and in regard to marriage. 

It is well for us to consider some of the 
problems children face. Though a child does 
not speak of them directly, we should be 
aware of their existence from the child’s com- 
ments, questions, and actions and let these 
guide us in helping him. Once treatment has 
been decided upon by the doctor it is wise 
to explain it to the child and the parents. 
Surgery may be indicated. There may be 
immediate need or it may be of an elective 
nature. In the former, the child’s distress 
or urgency of the situation usually commits 
all to immediate action. In the latter, how- 
ever, there usually is ample time to consult 
with the parents as well as the child and 
allow them to come to a common decision. 
Sometimes a situation requires a great deal 
of interpretation and treatment. Past exper- 
ience, half-told tales resulting in fears and 
apprehension, and financial situation all enter 
into the making of the decision. 

We need to be understanding and helpful. 
Busy physicians sometimes find the process 
of arriving at a decision slow and time con- 
suming. Some people can not bring them- 
selves to ask questions. They must be helped. 
The physician's time is well spent if he pa- 
tiently talks through the plan of treatment, 
the operation, and therapy thereafter. While 
a nurse or a medical social worker may be 
capable of doing the same, and frequently 
reiterates, the emphasis and best results come 
from the doctor’s interpretation. We must 
also remember, that in the absence of parents, 
foster parents should be given the same con- 
sideration. 

Timing of the Operation 

(ireat import is placed on the timing of 
non-emergency operations. We are told that, 
in general, an operation should not be con- 
sidered when a child is going through a period 
of stress. The most common contra-indica- 
tion on psychological grounds, which is often 
missed because a child does not show overt 
signs of emotional disturbances, is the period 
ot three months before to six months after 
the birth of another child in the family. In 
general, the vears from three to six are con- 
sidered hazardous for hospitalization. Being 
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away from home is one of the most disturbing 
elements. For many a child it is his first 
time away from his mother. He ean be helped 
by accustoming him gradually to separation, 
using a baby sitter for increasing periods or 
permitting him to stay at a friend’s house 
while mother goes shopping. This all builds 
up his confidence that though mother leaves 
him, she always comes back. 
Prepare Child for Operation 

By being matter of fact, neither frighten- 
ing him nor misleading him, we can help the 
child greatly. Sometimes play acting about 
going to the hospital is very helpful. For the 
child there must be someone to bridge the gap 
between home and hospital—a familiar face 
when he goes to the operating room, has anes- 
thesia, and later when he awakens—if not his 
mother—the family doctor, intern, nurse, or 
anesthetist who has made a special effort to 
become acquainted before the operation. A 
small child helped wisely may come out of 
the experience with inereased confidence in 
coping with future problems in life. Illness 
tends to effect not only the individual’s in- 


dependence and self-respect, but his mode of 
living and even his emotional balance. If 


pressures become too great, he may not wish 
to recover or it may retard his convalescence. 
Role of Medical Social Worker 

In this article little has been said about 
the role of the medical social worker in rela- 
tion to the sick child and his parents. She 
functions essentially as a caseworker in any 
setting—to help the person in trouble assess 
his situation, the problem, and the assets 
within himself and his environment in order 
that he may capitalize on his strengths and 
resources in moving toward maximum respon- 
sibility in his own behalf. Essential to the 
successful performance of this function is the 
caseworker’s professional knowledge and ex- 
perience, and ability to search for facts, 
analyze and make use of them in the service 
to the patient; ability to create with the pa- 
tient a relationship in which he is helped to 
view, as he is able, the reality that confronts 
him. Also, it is essential to help him reeog- 
nize and know the forees contributing to his 
difficulties and those strengths within him- 
self, his family, and his community, inelud- 
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ing the hospital, which he may use to meet 
his situation or to change it. 

The medical social worker gains informa- 
tion about the family, its strengths, and its 
needs on which a social diagnosis can be 
based. In the course of her study of the 
patient and his family, she is able to give them 
some help too, but what is important, also, 
she contributes her knowledge of the social 
needs to the physician and other professional 
personnel who might be involved so that they 
may take these facts into account when plan- 
ning for the care of the patient and when 
carrying out the plan. In many eases, she 
will recognize needs in the family situation 
that can be met only through collaboration 
with outside agencies. Here she uses her 
knowledge of community resources to help 
the family. 

We know that specific treatment for a 
twisted leg or sore joint is not enough. We 
realize how strongly the child's physical well- 
being is influenced by his feelings about his 
family, his school life, and his playmates. 
As we recognize more and more how closely 
the individual's physical, social and emotion- 
al needs are inter-related, we can see better 
how necessary is teamwork between members 
of the various professions who are trying to 
help the patient return to health. 

SUMMARY 

IIIness and surgery may leave a marked 
effect on a child’s personality. We, as well 
as parents, often lose sight of the fact that 
a child is an individual. We must have re- 
spect tor him and let him guide us in helping 
him by his questions, comments, and actions. 

When there is long-term illness, it seems 
wiser to institute home care wherever possi- 
ble for both younger and older children. If 
hospitalization is necessary, as many factors 
of home care as possible should be brought 
to the hospital situation including loving care 
from the doctor and hospital staff, especially 
one designated individual serving as a par- 
ent substitute, a role usually played by the 
nurse. There should be a tying-in of home 
and hospital, carrying parents along in each 
step of the treatment. 

Timing of operations is important. Avoid- 
ance of periods of stress will help the child. 
In all dealings it is important to establish 
the child’s trust in the doctor and medical 
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team. In preparation for periods away from 
home, it is prudent to prepare both the child 
and parents in regard to treatment, opera- 
tion, and convalescent care. Questions should 
always be answered honestly. Thus helped, 
many small children may come out of the 
experience with illness with increased con- 
fidence in coping with life’s future problems. 


The medical social worker helps the per- 
son in trouble assess his situation, his prob- 


Jem, and his assets in himself, family, and 


community ; to capitalize on his strengths and 
thus help him face his situation or change it. 
All of us—the doctor, the nurse, the medical 
social worker, the therapist, and others—ree- 
ognizing how strongly a child’s well-being is 
inter-related with emotional and social needs, 
must be alert to our responsibility and in 
helping the child. 
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CO-OPERATION BETWEEN PUBLIC 
HEALTH PERSONNEL AND 
SCHOOL NURSES 
Mary M. Kuags, R.N., B.S.*, 

Dover, Del. 

During this year the Delaware State Board 
of Edueation appointed the Director of the 
Division of Publie Health Nursing of the Del- 
aware State Board of Health to the position 
of Co-ordinator of School Nurses in the em- 
ploy of the State Department of Publie In- 
struction. This appointment is without re- 
muneration but it affords an opportunity for 
promoting even closer work relationship be- 
tween school nurses and the nursing service 
of the County Health Units of the State Board 

ot Health. 

Services available to school nurses through 
this appointment include the following: 

Qn State Level: The Public Health Nurs- 
ing Direetor and the publie health nursing 
supervisory staff are available to give con- 
sultant service on school nursing and _ pro- 
gram planning, policies, procedures, ete.—on 
a request basis—to State Department of Pub- 
lic Instruction personnel. She is also avail- 
able—on a request basis—for planning and 


*Director, Division of Public Health Nursing, Delaware 
State Board of Health. 
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arranging of inservice school nursing insti- 
tutes in Dover for school nurses. 

On Local Level: School nursing consult- 
ant services are available to school principals 
and school nurses—on a request basis—by 
qualified generalized public health nursing 
supervisors of county health units (profes- 
sional qualifications—specified in Delaware 
Merit System for State employees). School 
nurses are invited to attend the inservice 
school nursing educational meetings in coun- 
ty health units. Content of the programs for 
the meetings would include use of the county 
health unit personnel and special consultants 
on the State Board of Health staff, i.e., Ma- 
ternal and Child Health, Tuberculosis, Social 
Service, Nutrition, ete. Purpose of these 
meetings is to acquaint the school nurse with 
available health resources in her territory and 
to promote closer work relationship between 
school health workers and the personnel ot 
the county health units. 

Principals and school nurses of all of the 
schools have been visited by the Publie Health 
Nursing Director and the Nursing Supervis- 
ors of the County Health Units to interpret 
the service to them and to offer assistance im 
planning details of the school nursing co- 
ordination program according to the ex- 
pressed needs of the school health personnel. 

The State Board of Health continued its 
program to provide health services to school 
and preschool children. Publie health nurses 
on the staff of the county health units parti- 
cipated in the control of communicable dis- 
ease by making home visits to teach and 
demonstrate nursing care and for making 
epidemiological investigations. They also 
visited the schools to assist with the immun- 
izations and the physical examinations of 
school and preschool children. 

The school nurses have contributed to the 
general health services of the communities in 
which they are employed by working co- 
operatively with the public health nurse in 
the districts in cases of family health prob- 
lems such as tuberculosis, venereal disease, 
and crippled children. 

We repeat what has often been said: 
‘*health services are the concern of everyone, 
and only well planned cooperative efforts will 
bring us nearer our goal of good health for 
everybody. 
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IMPROVISED PHYSICAL 
THERAPY EQUIPMENT AND 
TECHNIQUE OF USE IN THE HOME 
CaroLyN Tuomas, B.S., R.P.T., 
and 
Martin S. GARFINKEL, B.A., R.P.T.,* 
Dover, Del. 

It has been found that many types of physi- 
eal therapy treatments can be carried on ade- 
quately and safely in the home. In view of 
the present shortage of qualified personnel to 
perform home therapy treatment and the lack 
of clinieal facilities, especially in rural areas, 
it is felt that improvised home therapy pro- 
cedures, prescribed by the physician, would 
provide the necessary services. With the use 
of rather simple modifications many modali- 
ties of physical therapy can be ordered by 
the physician and safely carried out by the 
patient or his family. To review all types 
of cases that require therapy would be im- 
possible and beyond the scope of this paper. 
Rather, an attempt is being made to discuss 
the commonly used modalities and suggest the 
way in which simple equipment can be sub- 
stituted for the more expensive types found 
in hospitals and elinies, and the way in which 
these treatments are properly administered, 
so as to provide maximum benefit to the pa- 
tient. 

The modalities used in physical therapy are 
most often divided into four categories: 
thermotherapy, hydrotherapy, electrotherapy 
and mechanotherapy. The physiologic results 
of these modalities will be mentioned only 
briefly. 3 

Thermotkerapy is the most readily adapt- 
able for home use. The local application of 
heat is the most common modality used in 
medical practice. Heat may be generated and 
applied to the body by means of hot bricks, 
hot water bottles, flat irons, heating pads and 
various types of Infra-red generators. Bricks 
and flat irons are objects commonly found 
in the home and both can be heated in a 
hot oven or on top of the stove. They should 
then be wrapped well in turkish towels suf- 
ficient to prevent burning of the skin and 
then may be applied to the area to be treated. 
Hot water bottles and heating pads can both 
be obtained in any drug store. Adequate di- 


*Physical Therapists, Delaware State Board of Health. 
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rections for operation accompany the heating 
pad, and it is important to take the same 
precautions of wrapping with the hot water 
bottle as with the bricks and iron. Any 
ordinary glass bottle, with a tight-fitting 
cover, which is of at least one quart capacity, 
is suitable for use as a hot water bottle. The 
above mentioned objects can be held to the 
part being treated by wrapping, using two to 
four inch wide strips of cloth or webbing, 
wrapping so that the object is held securely, 
being sure that it is loose enough to prevent 
constriction. 

Infra-red bulbs can also be purchased in a 
drug store. These are effectively used in a 
bridge lamp, preferably one whose neck can 
be adjusted to various angles. The lamp can 
he placed beside the bed and adjusted so that 
the rays shine directly on the area to be 
treated. The bulb should be 20 inches away 
from the body. The lamp shade should be 
kept on so that the rays will not be diffused 
throughout the room, and towels or a sheet 
may be draped around the shade and down 


to the body, for the same reason. Treatment 
with any of the above modalities should last 
at least 20 minutes and should not exceed 


thirty. 
areas where there is a nerve injury, or a lack 


It is important to remember that 


of sensation from any cause, should not be 
treated with heat, in the absence of close sup- 
ervision of such treatment by a physician or 
therapist. 

The use of water in the treatment of in- 
jured parts is also easily adaptable in the 
home. Cold water helps to reduce edema by 
means of constricting blood vessels in’ the 
area. Hot water is used for relief of pain 
in many conditions, such as arthritis, frae- 
tures, ete. 
dilate, thus carrying more blood to the part 
which helps in turn to relieve congestion im 
and around the area. Hot water also aids 


The heat causes blood vessels to 


in relaxing tense muscles, thus relieving pain 
and preparing the part for exercise. The 
following is a general classification of water 
temperatures: 55°-65° F—eold; 80°-93° F— 
tepid; 93°-98° F—neutral or warm; 98°-105° 
k—hot. Applications of neutral temperature 
give no thermie or circulatory effect. 


A hot tub or foot bath is used to increase 
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circulation and relieve pain and muscle spasm. 
The bath tub should be filled with enough 
water to cover the body, at 100°-110°F. The 
patient should get into the bath quickly and 
remain in the water five minutes. At the 
termination of the bath he should be quickly 
doused with cold water or have an alcohol 
rub and retire to bed immediately. While in 
the bath a eloth soaked in ice water should 
be held to the forehead or nape of the neck 
in order to prevent cerebral congestion. 

The above method can be used for a foot 
bath, and is valuable in the treatment of 
sprains, contusions and chills. These baths 
should not be given in cases of peripheral 
vascular disease. 

The contrast bath, the alternate immersion 
of a part in hot and cold water, is another 
very effective means of increasing blood flow. 
The part to be treated is immersed in hot 
water for a period of six minutes, then im- 
mersed in cold water for a period of four 
minutes. Continue alternate immersions 7 to 
9% times. Be careful to maintain constant 
temperature by frequent additions of hot or 
cold water as the treatment progresses. Al- 
ways begin and end with hot water. 

A sitz or hip bath ean be given satisfactor- 
ily in the home by using an ordinary wash- 
tub. The patient sits in the tub with the 
water at the level of the umbilicus and most 
of the legs outside the tub. These baths are 
either hot or cold. During the cold bath, 
the immersed parts should be rubbed briskly 
and the rest of the body should be kept cov- 
ered with towels or blankets. After the bath, 
the skin should be rubbed dry with a towel. 
With the hot bath no rubbing is required, 
but the head should be kept cool with cold 
packs or compresses. A cold bath should last 
five to ten minutes and a hot bath should be 
of 15-20 minutes duration. 

Cold compresses for night treatments can 
be used for painful joints. This is done by 
wrapping the part in a cloth wrung out of 
ice water. This is covered with a piece of 
plastic to prevent the cloth from drying out, 
then wrapped with a piece of woolen mate- 
rial. This is pinned firmly and left on all 
night. 


It is felt that electrotherapy is unsafe and 
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impractical for use in the home, as this 
modality requires very close supervision of 
the therapist or physician. 

Our fourth modality is mechanotherapy— 
the use of mechanical equipment. One of the 
most useful and versatile pieces of equipment 
is the ordinary sash cord and pulley. Innum- 
erable combinations of the above with the 
adjunct of cloth slings and sandbags has 
numerous possibilities, limited only by one’s 
ingenuity and the cireumstances of the illness. 


With the addition of a head sling to the 
above items, head traction, which is a well 
established procedure commonly used to re- 
lieve pain in the cervical and lumbar spine, 
can be applied at home. Place two hooks in 
a door jamb, then place two pulleys on hooks 
and thread a line through the pulleys. On 
one end of the line, place a five pound sand- 
bag—patient may have larger sandbags 
available in case it is felt that he can tolerate 
a heavier load. Patient then slips the sling 
over his head so that the center of the sling 
fits under the chin in front and under the 
head in back. The patient sits erectly in a 
straight chair in the doorway with his legs 
extended and crossed at the ankles. A mem- 
ber of the family then lowers the sandbag 
until the head is under constant tension. 
Heat applied to the back of the neck just be- 
fore or during the stretching is of value. 
Continue this stretching for five or ten min- 
utes. 

The sash eord, sandbag and cuff-like sling 
are also very valuable to the amputee for 
exercising the stump in preparation for his 
prosthesis. Place the pulley on the bed post 
for a pivot point, and patient can exercise 
both sitting in a chair or lying in bed. 

In post-surgical cases or in general conval- 
escent cases In which recumbent exercises are 
indicated, a bed bicycle can be constructed 
by simply removing the pedals and socket 
from a biecyele and mounting the parts in 
a block of wood, the center of which should 
be approximately 8 inches from the base ot 
the block. This would then allow space 
enough for the pedals to rotate. 
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When the patient is well enough to be am- 
bulatory for short periods and mild exercise 
is desired, an ordinary bieyele can be used 
by removing the front wheel and then mount- 
ing the front brace on a box or stand and 
the rear wheel on the parking stand, thus 
creating a stationary bicycle. 

Ordinary home beds can be turned into a 
hospital type bed by the simple expediency 
of placing blocks under the legs of the bed 
and by placing a sheet of plywood under the 
mattress. In cases where foot drop is to be 
prevented, a box with closed end toward the 
head of the bed can be placed at the foot of 
the bed. 


In many illnesses parallel bars and trapezes 
are indicated. There is now on the market 
a set of portable light weight bars that weigh 
only 35 pounds. Also, with simple instrue- 
tions, a plumber can construct the necessary 
bars. If this service is not obtainable the 
patient can line up two rows of chairs, back 
to back, and effectively use these in place of 
parallel bars by walking between them and 
holding on to the tops. If necessary, heavy 
objects can be placed on the seats to prevent 
tipping. 

The use of slightly more complicated 
equipment is sometimes indicated. There is 
a great deal of literature available on plans 
for constructing such equipment. A carpenter 
can easily follow these drawings. Informa- 
tion regarding improvised equipment can be 
obtained by contacting the Physical Therapy 
Division of Crippled Children’s Services of 
the Delaware State Board of Health. 


AMERICAN TRUDEAU SOCIETY 

The annual meeting of the Eastern Section 
of the American Trudeau Society will be held 
Friday and Saturday, October 31st and No- 
vember Ist, in Philadelphia, Pa. Headquar- 
ters for the meeting will be at the Bellevue- 
Stratford Hotel in that city. Members of the 
Society wanting to present papers are urged 
to communicate promptly with the Chairman 
of the Program Committee, Dr. Katharine R. 
Boucot, 311 Juniper Street, Philadelphia, Pa. 
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THe 1952 Mreering 

The 163rd Annual Session of the Medical 
Society of Delaware was held at the Rehoboth 
Beach Country Club, Rehoboth, September 
8-10, 1952, President Ervin L. Stambaugh of 
Lewes, presiding. 

The meeting of the House of Delegates was 
notable for the dispatch with which its trans- 
actions were handled, several of the reports 
involving routine statistics being read by title. 
The main business of the evening was the 
adoption as amended, of the fourth Amend- 
ment to the By-Laws, as printed in THE 
Journal for August, 1951, concerning mem- 
bers who have retired, and the reports of the 
Committees on Feeblemindedness on 
Health and Sanitation. The full Transae- 
tions will be printed in the December issue 
of THe JouRNAL. 

The scientific meetings proceeded exactly 
as printed in the August JOURNAL, every 
scheduled essaving being present. These 


papers were of a very high order, and were 
well received and adequately discussed. 
The elections for the year 1953 resulted as 


follows: 


President, Victor D. Washburn Wilmington 
Vice-President, Leslie M. Dobson ................ Milford 
Secretary, Andrew M. Gehret Wilmington 
Treasurer, John M. Messick Wilmington 
Rep. to D. A. M., W. Oscar La Motte, Wilmington 
The Woman's Auxiliary met at the Dinner 
Bell Inn, under the Presideney of Mrs. Syl- 
vester M. Rennie of Wilmington. A business 
session on September 9th was followed by 
their own luncheon, attended by 48 members 
and guests. On September 10th, at another 
business session, the following officers for 
1952-1953 were elected and installed: 
President, Mrs. Willard F. Preston .... Wilmington 


President-elect, Mrs. Allan R. Cruchley, 
Middletown 


Vice-President, Mrs. James Beebe, Jr. ........ Lewes 
Recording Sec’y, Mrs. John B. Baker Milford 
Corresponding Sec’y, Mrs. Edward T. O'Donnell, 
Wilmington 
Treasurer, Mrs. Lawrence L., Fitchett ........ Milford 
The social events were particularly pleas- 
ant. Following the House there was a briet 
social hour for the members present. The 
luncheon by the Sussex County Society on 
September 10 was attended by 93 guests, and 
that given by the State Society was attended 
by 89 guests. The main social event was the 
reception and dinner on September 9, which 
was attended by 105 persons and was ad- 
dressed most entertainingly by Mr. J. Wal- 
lace Woodford, formerly Mayor of Dover. 
The technical exhibits again reached a high 
level of excellence; there were 22 exhibitors 
occupying 23 booths. With the expansion of 
the Society’s activities and the increasing 
costs thereof the Society is becoming more 
and more dependent upon the financial sue- 
cess of its technical exhibit to make its con- 
vention expenses balance. Our exhibitors this 
vear seemed pleased with the arrangements 
made for them, and several stated they would 
be with us again next vear at Wilmington. 
The registration was as follows: 
Members 81 
Guests, Visitors, etc. 36 
Residents, Internes, etc. 5 
Exhibitors 34 


Medical Society 156 
Woman's Auxiliary 44 
Total 200 
The membership registration, 81 of a total of 
333, was 24.3 per cent, slightly below the 1948 
Rehoboth meeting. 
So passes into history the 1952 Session. Now 
let us turn our faces toward Wilmington and 
make the 1953 Session an even better one. 


| 
3 
| 
4 
| 
Fig 
| 
| 
q | 
ARS | 
: 
are 
4 = 
4 
age 
| 
4 
\ 
‘ 
ay 
Sp 
| 
| 
| 
| 
| 
3 
: 
| 
‘ 


SEPTEMBER, 1952 


DELAWARE State MepicaL JOURNAL 


ein-Sparing 
Parenteral Alimentation 
Facilitated withALIDASE 


For either rapid or slow administration of fluids, the use of 
ALIDASE® —highly purified hyaluronidase— places hypodermo- 
clysis on a practical basis. When Alidase is added to the first 
few cubic centimeters of fluid, absorption from subcutaneous 
tissue is greatly facilitated. Injection is thus permitted 

at a convenient site with little or no swelling or dis- 

comfort, without arm boards and without many of the 3% 
difficulties encountered with intravenous injection. ™ 
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RESEARCH IN THE SERVICE OF MEDICINE 
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attain 

the goal 

in 

acute 
urinary 
tract 
infections- 


quickly... 


The immediate goal in pyuria, regardless of etiology, is to 

render the urine sterile. SULAMYD,® (sulfacetamide—Schering) is a highly 
soluble sulfonamide, rapidly cleared from the blood stream and highly 
bacteriostatic for most common urinary tract pathogens. 

SULAMYD quickly controls infections with negligible risk of renal 
complications because of its ready solubility in urine. 


SSULAM YD 
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CORPORATION 
BLOOMFIELD, N. J. 


IN CANADA: SCHERING 
CORPORATION, LTD., MONTREAL 
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E C KERD University of Pennsylvania 


GRADUATE SCHOOL OF MEDICINE 


DRUG STORES 
3rd Annual Institute 
COMPLETE CURRENT ADVANCES IN MEDICINE 


DRUG SERVICE AND SURGERY 


FOR 
For Specialists and General Practitioners 
PHYSICIAN - PATIENT September 22-26, 1952 


BIOLOGICALS A comprehensive 5-day course with 
PHARMACEUTICALS 10 symposia and choice of 19 panel 
HOSPITAL SUPPLIES discussions covering current § ad- 


vances in medicine, surgery and 


SURGICAL BELTS the major specialties. 
ELASTIC STOCKINGS For information address: 


TRUSSES The Dean, Graduate School of Medicine, 

900 Orange Street Manor Park 
WILMINGTON, DELAWARE elp » Pa. 
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Vewspaper and 
Paiedical Printing 


An important branch 


comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 
sincere effort. 


Freihofer’s 


of our business ‘is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


Bakers of *NATIONALLY-KNOWN 


The Sunday Star Wollywood 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


A Store for... 
P A R K E Quality Minded Folk 
Wh hri : 
Snstitutional Supplier 
Of Fine Foods LEIBOWITZ’S 


224-226 MARKET STREET 
Wilmington, Delaware 


e 

— A NEW METHOD OF 

AGITATED AERATED UN- 


The patient's reaction to 


this beth is very — 
FLAVORING EXTRACTS 
, the 


Write Today for 
MASSAGE APPLIA 
. Parke Company ae 
: AGITATOR (INC. 1935) 
UNIT TO FIT 10 S. 18th Street 


Philadelphia Pittsburgh AIR UNIT ‘BATH TUB Philadelphia 3, Pa. 


Tel. Ri. 6-3481 
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Homogenized Vitamin Mik 


Carefully checked and tested to safeguard purity and freshness! 
You can recommend this fine product with every confidence 


; ’ in its quality and dependability. Easier to digest—curd is broken 
Easier {0 digest up and evenly distributed. Easily assimilated—400 USP units of 
Vitamin D are added to each quart to aid in the utilization of 
Be “ calcium and phosphorus. 
ter tasting And everyone loves its rich, creamy flavor! 


het the best... get 


DAIRY PRODUCTS 


Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
"The Feb bic 
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cA ‘Private Hospital for the Chronically IIl 


THE MARSHALL SQUARE SANITARIUM 
WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member of the American Hospital Association and of The American 
Association of Private Psychiatric Hospitals. 

EVERETT SPERRY BARR, M. D., ‘Director 


ACCIDENT * HOSPITAL ca SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


ALL 


COME FROM 


DISABILITY COSTS (Quarterly) 


Adult 2.50 5.00 7.50 10.00 

Child to age 19 1.50 3.00 4.50 6.00 
$5,000 accidental death Quarterly $8.00 $15,000 aucidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


HOSPITAL BENEFITS 


Single Double Triple Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home .................... 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital ................ 5.00 10.00 15.00 20.00 
Operating Room in Hospital ......... staid 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital ........ 10.00 20. 30. 40.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 vears under the same management 
400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 


The Marshall bguae Sarulauutr West Chestev, Pa. 

‘3 ; 

3 

PREMIUMS SURGEONS CLAIMS ¢ 

COST HAS NEVER EXCEEDED AMOUNTS SHOWN es 


DELAWARE STATE MeEpIcaL JOURNAL SEPTEMBER, 1952 


HANCE JOHN G. MERKEL 
ARDWARE CO. & SONS 


FRIGIDAIRE APPLIANCES 
EASY WASHERS PHONE 2-2516 
TOOLS 


BUILDERS’ HARDWARE 1208 King Street 


Wilmington, Delaware 


Tel. - Wilm. 5-6565 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bidg. Del. Trust Bidg. 
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Baynard Optical 
Company 
Prescription Opticians 


We Specialize in Making 


Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


e maintain 


prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


FRAIMS DAIRIES 
Quality Dairy 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilminjton, Delawere Phone 6-8225 


To keep 
your car running 


Better Longer 
use the 
dependable friendly 


Services you find at 
your neighborhood 


Service 
Station 


MOND 


Geo. Carson Boyd 


at 216 Whst Street 


Phone: 4388 


UNPAID BILLS 


can be collected and at the same time good 
Public Relations maintained. We _ have 
proven it to over 100 hospitals and many 
of the members of your Medical Society. 


Write for details. 


National Discount & Audit Co. 
230 West 41st Street, New York 18, N. Y. 
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ays of the sun... 


Even in America today, surveys of certain 
groups reveal a surprising incidence of rickets. 


To combat this danger, physicians 
realize the need for regular and 
reliable antirachitic measures. 


A potent and economical source of vitamins 

A and D, Mead’s Oieum Percomorphum has 

provided effective protection for millions of Ce 
infants and children. For 17 3 eye | 
years, physicians have 
placed faith in it. 
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